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EDITORIAL COMMENT 


Cooperation From the impetus received 

during the first World War, 
psychiatry sprang into full-blown being; and 
during the past quarter of a century it used 
that springboard to mount to the dizzy heights 
_ of knowledge and numbers and confidence. 
Yet we feel that there are heights above 
the heights. And what is more, we feel that 
the time has come to use the springboard of 
events again. The latent powers which psy- 
chiatry has developed must be called into 
active being—and now. 

This country has a need for psychiatry 
now—in its broadest aspects. The time has 
come to put an end to the independent func- 
tioning of psychiatrists, social workers, psy- 
chologists, social scientists, general practi- 
tioners, other specialties. The multiplicity of 
committees, with their overlapping efforts, 
must be done away with. The task is too 
large and too vital to brook the petty rival- 
ries and boundaries of authority that shackle 
our efforts today. The need—the urgent 
need—for immediate and effective action in 
such spheres as industry, the armed forces, 
international relations, and the civil popu- 
lace overshadows any question of propriety 
or right. The rejectee, with his need for in- 
dividual adjustment by a psychiatrist, voca- 


tional guidance by a social worker, physical 
reconditioning by a physician; the child, with 
his need for the combined efforts of teacher, 
social worker, social scientist and psychia- 
trist: are cases in point. 

Why are we not living it? Psychiatry and 
its allied fields have realized and accepted 
the necessity for a unified effort. No other 
group realizes to a fuller extent the need, 
for example, of having every individual feel 
that he has a personal stake in the war 
effort and a specific and necessary function 
to perform. And the psychiatrist and his 
allies are ready and willing to assume the 
responsibilities concurrent with properly car- 
rying out this and other tasks. 

Where, then, is the fault? Why are not 
these functions, so vital to our survival, be- 
ing adequately performed? There is a lack, 
a confusion, and a slowness of administra- 
tive coordination. 

We have no desire to criticize, to erect ad- 
ditional barriers—there is already too much 
of that. We do believe, however, that we 
have a destiny to fulfill, a pattern to com- 
plete—and we call attention to what we feel 
is the reason we are not completing it. 


7. & 
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The Enlarging Field of Present Day 
Psychiatry* 


GEORGE S. SPRAGUE, M.D. 
Lexington, Kentucky 


Dr. Sprague graduated from Johns Hopkins Medical 
School in 1920. He was Assistant Physician, later Act- 
ing Assistant Director, of the Iowa State Psychopathic 
Hospital, and Assistant Professor of Psychiatry in the 
Iowa University Medical School. In 1927, he became 
Clinic Director of the Iowa Mobile Mental Hygiene Clinic. 
Following a year’s study in psychoanalysis in Europe 
during 1931, he became physician-in-charge of the Men’s 
Division, New York Hospital, Westchester Division; and 
joined the psychiatric staff of Cornell Medical School. 
His publications include papers on problems of catatonia, 
homosexuality, psychodynamics, psychiatric classification, 
hospital function, and the teaching of psychiatry. Dr. 
Sprague is a Diplomate of the American Board of Neu- 
rology and Psychiatry; and is a member of the American 
Psychiatric Association, Association of Research in Ner- 
vous and Mental Illness, and the American Psycho- 
pathological Association. Since 1941, Dr. Sprague has 
been the superintendent of High Oaks Sanatorium in 
Lexington, Kentucky. 


When the element platinum was discov- 
ered, it was realized that another metal was 
at man’s disposal, but naturally the fact did 
not at first acquire any specific meaning. 
For a time platinum mixtures were used for 
stovepipe. It was only by a later and a grad- 
ual process that the metal’s potential ap- 
plication to various needs grew clearer and 
platinum came to be an essential component 
in an ever-widening diversity of usages. This 
is always the way in which we learn, bit by 
bit, how to make greater and more effec- 
tive applications of materials and methods. 
In their employment we become increasingly 
aware of their potentialities and of the vari- 
ous points at which these can be related to 
the world of surrounding realities. 

So it has been with psychiatry. Within the 
lifetime of many of us, psychiatry meant lit- 
tle more than the segregation and the mini- 
mum care in asylums or county poor farms 
of so-called “insane people.” To the public, 
“insanity” was a rather embarrassing and 
mysterious affliction to a family whose rela- 
tive must be “sent away” to avoid trouble. 
To the law, it meant a need for providing 
mechanisms for custody and an annoying 
amount of money for plants and staffs and 
inmate maintenance, at as great an economy 
as possible. To the general physician and 
surgeon, insanity meant a vague abnormality 





* Read at a meeting of me _——— County Medi- 
cal Society, January 3, 
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which should be turned over for residentia] 
custody in state asylums under the observa- 
tion of psychiatrists and then forgotten about, 
as not belonging any longer in their own 
province of scientific study and prescribed 
therapy. And the psychiatrist himself, who 
could find an interest in dealing with “crazy” 
and hence probably incurable individuals, was 
regarded as a peculiar sort of person. 

Seen from the standpoint of modern prin- 
ciples of applied logical philosophy, those 
views are obviously fallacious. It -would he 
interesting to investigate why the lay and 
medical psychology of those days was so 
hampered in its attitude and in the breadth 
of its vision and its approach to the prob- 
lems of mental illness. But for the present 
we are selecting another phase of the situa- 
tion and will confine this discussion to a 
review of some of the present-day develop- 
ments in psychiatry—the youngest branch of 
medicine. 

These developments started in the latter 
part of the nineteenth century, although even 
then the implications in the changes of 
thought which began to come about were not 
much coordinated and their force was not 
recognized. There were, among others, two 
avenues of expansion which may be mention- 
ed. The first was a new stress upon the 
fact that the mentally ill are in fact sick 
persons and as such must have the accom- 
modations of adequate hospital surroundings. 
The chief figure in thrusting home this now 
obvious fact was Dorothea Dix, who spent an 
active lifetime in bringing to attention and 
in forcing through to completion various 
remedial changes from the previously wretch- 
ed conditions of the insane. From this start 
we have made rapid progress in regard to 
the housing conditions and the simple crea- 
ture comforts of the mentally ill. 

A second factor in ushering in the modern 
era of psychiatry was the growing interest of 
researchers in psychological fields and espe- 
cially in what has been rather objectionably 
termed “abnormal psychology” —as if psy- 
chologic laws become aberrant merely because 
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social opinion objects to their manifestations. 
At any rate, men like William James and 
Emil Kraepelin and Sigmund Freud and Mor- 
ton Prince were leading the way into a more 
careful, more studious, more fact-finding ap- 
proach to the observational study of the hu- 
man mind. From such work, it grew increas- 
ingly apparent that mental principles were 
the same whether one was well or was sick, 
and that psychotic cases were therefore to 
be dealt with as ordinary humans whose 
ordinary mental functions had become dis- 
turbed by disease processes. Only by read- 
ing the history of psychiatric thought can 
we of today grasp what a profound change 
it signifies to have reached an attitude which 
today seems so unquestionable. It represents 
a great step forward when we could accept 
the fact that psychosis was not something 
weird which had abandoned natural law for 
some almost magical outpourings which could 
never be explained nor accounted for. 

Although this viewpoint seems today to be 
axiomatic, it had for long been a stumbling 
block in the progress of scientific thought 
in psychiatry. Other fields of science and 
of philosophy had long accepted the princi- 
ples of causal relationship. More and more 
the application of a deterministic attitude 
had made for definiteness in the study and 
the conception of practically every realm 
except that of mental disease. But as the 
nineteenth century drew to a close, this field 
as well was coming to be included among 
the apparently “natural phenomena.” This 
meant that whether or not the phenomena 
of mental illness were yet understood, work- 
ers were now ready to accept the fact that, 
at any rate, they were understandable; that 
there need be no mystery about them. If 
certain data were not yet at hand, at least 
they might be rationally sought after and 
the findings carefully described and combin- 
ed so as to offer logically compatible con- 
ceptions. From this point on, insanity was 
placed upon an established basis as a scien- 
tific problem which deserved the application 
of scientific method. 

What had earlier been regarded as mys- 
terious, was from this point on seen as be- 
ing merely unknown. Phenomena which had 
been accepted as inexplicable became simply 
effects whose causes had to be further sought. 
Within the field of psychiatry itself there 
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developed, in accord with such a concep- 
tion, more of a feeling that the facts de- 
served research just as any field possessed a 
certain dignity and worthiness of its mate- 
rial. Nevertheless, as recently as 1909, psy- 
chiatry was still a field undefined, uncoordi- 
nated and unexpanded. By unexpanded is 
meant that it was still practically limited 
to intramural practice. There were few out- 
patient clinics and the state hospital physician 
seemed to be at a distance from his con- 
freres, for his practice had little in common 
with theirs and he lived and worked apart 
from them. But in 1909 there came the 
beginning of a movement which really for 
the first time brought psychiatry into a 
period of coordination of its own activities 
with all the phases of human living in the 
community. This important event was the 
founding of the National Committee for Men- 
tal Hygiene. 

Here was the organization of a concerted 
drive to bring about reforms in hospitals for 
the insane, to awaken lay interest and under- 
standing in the problems of mental illness, 
and to stimulate a more adequate enlarge- 
ment of psychiatric approach and compe- 
tency to deal with the existing problems which 
lay waiting to be undertaken. 

It is really astonishing to see—once this 
spark of renewed interest and energy was 
fanned into flame—how great and how rapid 
have been the results. Not yet used to noting 
the connections and implications which to- 
day are commonly accepted matters of course, 
various workers were following their differ- 
ing individual approaches until, often with 
surprise, they found their fields and that of 
psychiatry merging at various points. So it 
was with the psychologist, the neurologist, 
the county judge who had community im- 
provement interests, the local minister, the 
women’s clubs, and many others who were 
in one way or another concerned with the 
welfare of their fellow creatures. This served 
a double usefulness. The non-medical work- 
ers came to comprehend more clearly the 
existence of psychiatric problems in the com- 
munity outside of the mental hospitals in a 
common-sense untechnical envisagement. 
And the psychiatrist began more and more 
to find the world about him opening up fur- 
ther and making available wider vistas for 
his efforts, and thus he was drawn out of 
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his asylum and into the life of the com- 
munity. 

Things began to happen in many ways 
and many of them were not carried forward 
under the banner of psychiatry. It still was 
something mysterious that had never before 
seemed aligned with the practical living of 
everyday life. But motivations worked among 
lay individuals as well as physicians. It be- 
gan to seem natural to investigate and to 
ameliorate the various influences affecting 
the smooth functioning of normal everyday 
minds. You see, the term “mental hygiene” 
implied what was correct and useful and 
proper and healthful. It lacked all of the 
unpleasant associations for the public which 
the term “psychiatry” had long denoted, thus 
freeing us to think, to observe, and to take 
action without the old prejudices. 

Perhaps the old-time psychiatrist had taken 
himself too seriously and had preserved his 
splendid isolation too well in the state asy- 
lum. But for decades now the picture has 
changed. The public went towards psychia- 
try, not always realizing that this was the 
meaning of its increasing interest in human 
behavior and in the factors influencing it 
suitably or unsuitably. At the same time the 
psychiatrist was responding to his more fa- 
vorable environment by investigations at ever 
greater distances from his hospital office. 
The out-patient clinic of the mental hospital 
and the teaching clinic of the medical school 
disseminated their influence from widely sep- 
arated foci. They showed the public and the 
physician alike what a broad need such clinics 
had to cope with. Wherever a new clinic was 
started, this same widespread need was dem- 
onstrated, and people were surprised to dis- 
cover how many psychiatric problems lay at 
hand for their remedial efforts. 

In the old asylums there had not seemed 
much need for the help of non-psychiatric 
physicians. The first specialist to be sought 
was the surgeon, for appendicitis is not in- 
sured against by psychosis. But when the 
psychiatrist perceived in his out-patient clinic 
some gross eye disease, or thyroid dysfunc- 
tion, or a crippling deformity acting as an 
etiological agent, he found it necessary to 
call upon various of his colleagues for treat- 
ment aid and advice. At the same time, 
specialist physicians in other fields were real- 
izing that many of their cases had psycho- 
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neurotic complications of conditions which 
were under treatment, and about which psy- 
chiatric advice was desirable. And when fj- 
nally we have now available psychiatric wards 
and out-patient clinics in the general hospita] 
organization, this salutory interdependence of 
psychiatry and the other medical specialties 
has become admittedly indispensable. 

As a result of these developments the gyne- 
cologist, for example, may now call for psy- 
chiatric consultation before performing an 
hysterectomy. Not only does this imply that 
psychiatry may have aid to offer in such q 
case, but it evidences the fact that in our 
modern era the gynecologist himself has be- 
come psychiatry conscious, knowing that there 
may be mental reasons for some one of his 
patients desiring to lose her uterus. So it 
is with the other medical specialties. The 
gastro-enterologist now recognizes that some 
of his patients have preponderant somatic 
factors which he should treat; that some 
have mental component factors which he will 
himself manage; and that some are patients 
who have in a bodily fashion shown their 
really psychiatric difficulties. Crile has em- 
phasized the importance of coping with the 
mental factors in such maladies as exoph- 
thalmic goiter. Alvarez stresses it in rela- 
tion to gastric ulcer problems. 

We have come to realize that a sick man 
is not ill in some unit fashion. He differs 
from a book from which one page gets torn 
out—all the rest of the volume remaining in 
just as good condition as before, and capa- 
ble of being used in precisely the same way. 
Medicine was aware long ago that man had 
an interdepending synthesis of his parts. How- 
ever, it is a relatively modern realization 
that this means an interdependence of all 
the functioning of all of his parts. Never- 
theless, there has been even until quite lately 
some misgiving about granting to the psychic 
functions a full parity with the other func- 
tions as causes of symptoms. 

This brings us face to face with one of 
the more recent and significant issues which 
have characterized modern psychiatry—that 
of the functional and the organic and their 
relationships. Can a psychosis be purely men- 
tal or must there always be a bodily com- 
ponent? How should their interplay be under- 
stood? The old idea of a parallel body and 
mind which like some miraculous Siamese 
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twins always went together, and did things 
in simultaneous harmony has given place to 
a conception more in accord with the ob- 
served facts. We now think of the functional 
not as something apart from organic struc- 
ture but as the activity of that structure, 
as an aspect of the organism carrying on 
the processes of which it is capable. Just 
as “speed” does not exist alone, but is in- 
herent in, say, an automobile when its vari- 
ous structural parts are functioning in their 
appropriate fashions, so “mind” of itself is 
nothing, but it is a collective term for the 
functional activity of the brain. This has 
made it simpler to picture the mental be- 
havior of a patient. Instead of a concep- 
tion of some mystic intangible we can, with 
far more assurance as to what we are talk- 
ing about, study the synthesis of elements 
already understood in fair measure. To these 
part-understandings, contributions have been 
made by various of the sister sciences: neu- 
rology has contributed generously; psycholo- 
gy has offered basic material; biology and 
anthropology and even economics have been 
drawn upon. The result has been that psy- 
chiatry nowadays finds itself practically co- 
extensive with human activity. 

Such a conception of its field has immensely 
widened the horizons of psychiatry. Once 
limited almost solely to extreme and ad- 
vanced mental disease manifestations, it now 
considers that whatever precursors to those 
later stages can be studied and treated are 
equally legitimate psychiatric problems. Two 
of the terms which have been coined by psy- 
chiatrists are illustrative of this viewpoint. 
Adolf Meyer has taught us to think about 
what he calls “psychobiology.” By this he 
means the living person’s mental function- 
ing as one manifestation of his total life 
processes. The word implies that the psychic 
life is an orderly process, natural, intelli- 
gible, and worthy of scientific approach. The 
other term was devised some eighteen years 
ago for the description of a new society, the 
American Orthopsychiatric Association. Or- 
thopsychiatry has the same Greek root, mean- 
ing “right,” as does “orthopedics” and it like- 
wise has to do with corrective, palliative, 
prophylactic and educational attempts. 

With these attitudes towards mental dis- 
ease it was inevitable that efforts would be 
made more detailedly to ferret out the causes 
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of psychoses as a step towards more effec- 
tive therapy. This meant that the old cus- 
todial care which was so largely a mere mat- 
ter of management gave way to a real treat- 
ment attitude which called for facts upon 
which it might base a rational therapy. The 
quest for etiological elements has led investi- 
gators ever further from the sole consideration 
of a state hospital patient. When, for in- 
stance, the heredity of such a case was 
studied, it came to attention that perhaps 
others in the patient’s family also showed 
certain traits in less markedly abnormal de- 
gree than did their psychotic relative. Where 
then was a dividing“line to be drawn? Was 
it reasonable to say simply that this man was 
ill while his brother was not? So the psy- 
chiatrist was forced to change his concep- 
tions and to think of the fundamental na- 
ture of problems instead of confining him- 
self to those only which had already become 
the most severe. 

It always results that greater interest leads 
to more detailed study of causal factors, and 
from there to broadened scope of the in- 
quiry, and through efforts at more effective 
therapy to attempts at prophylaxis. Psychia- 
try has followed this path, too. When we 
inspect the case records of 1900-1910, we 
find such statements as “Etiology: alcohol” 
or “Etiology: masturbation” or “Etiology: bus- 
iness worries” or even, quite frequently “Eti- 
ology: none.” This single-cause conception, 
however, when subjected to closer scrutiny, 
proved as faulty as to say, “Cause of death: 
gunshot wound” without regard for such fac- 
tors as hemorrhage, infection, endocarditis 
and bronchopneumonia. Just as one indivi- 
dual would survive a hemorrhage or a bron- 
chopneumonia which in another case would 
cause death, the psychiatrist reflected that, 
while one man became psychotic when busi- 
ness worries overwhelmed him, another man 
could endure business troubles without de- 
veloping any mental disease. This seemed 
proof that a given external factor does not 
have the same force on different people, any 
more than the tubercle bacillus produces the 
same lesions in individuals of differing re- 
sistance. 

Study of this difference in individuals has 
taken various approaches. Those most inter- 
ested in the bodily aspects of their patients 
developed the field of constitution and habi- 
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tus. They found that human bodies tend in 
many instances to show a correlation of 
structure type with certain types of mental 
disease patterns. Thus, the broad thick body 
type more often has a mental illness of the 
manic-depressive form, while the elongated, 
thin type of build seems oftener to be as- 
sociated with a dementia praecox psychotic 
reaction. Interesting as such tentative ob- 
servations are, it is not yet possible to as- 
sert what may be the correct conclusions to 
derive from them. 

Other workers have devoted themselves to 
the study of the human personality in dis- 
ease and in health because it is the person- 
ality which allows one individual to respond 
in a different mental-emotional pattern from 
that of another. We may speak of the per- 
sonality as being the sum of one’s type re- 
sponse patterns, a sort of greatest common 
divisor of his life’s behavior. Hence it has 
come to be recognized that a detailed under- 
standing of a mental patient’s personality, 
both its assets and its liabilities, will be need- 
ed for us to understand what a given event 
or circumstance in his life will mean to him. 

It used to be that the mere presence or 
absence of delusions and hallucinations suf- 
ficed to satisfy the observers of the men- 
tally ill. But as these individual human re- 
actions were increasingly recognized as per- 
sonal variants, as peculiar to each patient 
as his own name even, it seemed more im- 
portant and actually necessary to a reason- 
able understanding of John Doe to know just 
what John Doe was thinking about, what his 
wishes and hopes and fears were, and ex- 
actly what kind of a man he was—that is, 
what details of his personality traits could 
be counted upon to behave in a predictable 
fashion. This kind of direct focus upon the 
individual had two chief results, one of which, 
the increased knowledge of a human being 
who, being ill, needed aid in specific ways, 
has already been described. 

The second result was that we were thus 
initiating a new viewpoint of man’s conduct 
which was soon to revolutionize psychiatry’s 
conception of its entire field. In a word, this 
was the change from the static-descriptive 
phase of psychiatry to the dynamic-interpre- 
tative phase. Whereas Kraepelin was busy 
with simple statement of the psychotic pa- 
tient’s presenting condition, it became custo- 
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mary to make note of the changes in a pga. 
tient from one condition to another. He might 
be thus-and-so on Monday but different on ° 
Tuesday. The question as to what brought 
this about led along further in the studies 
of etiology. Instead of asking simply what 
had caused the psychosis, we began to ask 
what caused the day-by-day or even the 
minute-by-minute variations in the behavior 
and the thought of the patient. Efforts to 
offer answers to such questions implied that 
a patient was behaving in a manner deter- 
mined by the results of the stimuli to which 
he was being subjected. Forces produced re- 
sults; behavior and thought stream could be 
comprehended as the effects of such forces, 
Thus the present dynamic psychiatric view- 
point was evolved. 

This newer attitude has made it possible 
to feel our way into the situation of a men- 
tally ill person as never before. It led to his 
appearing as a creature with inner drives or 
instincts from whose urges he is motivated to 
strive for their satisfaction. It called for 
a quantitative evaluation of the relative 
strengths of the various instinct drives, of 
their conditionings by the experiences of life 
(here we see the personality factors from a 
slightly different angle), and of the emerg- 
ing resultant when these influences meet the 
facts of the external world. 

Psychiatry thus became the study of a 
man’s struggle to cope with surrounding reali- 
ties to the gratification of his inner drives. 
For a time it dealt chiefly with those in- 
stances in which the struggle seemed, even 
to the layman’s observation, to be grossly ec- 
centric, when the subject was frankly psy- 
chotic. It was recognized, however, that these 
same attitudes of study and of evaluation 
among the complex of factors, both human 
and situational, could just as well be applied 
to less bizarre strivings, or even to the living 
of everyday life by the average citizen. It 
no more made sense for psychiatry to deal 
only with psychoses than it would if a tailor 
refused to make suits for anyone under six 
feet in height. 

In such a situation it has become quite 
bewildering to try to establish set limits to 
the scope of this modern psychiatry. We 
may think of it as similar to the work of 
the efficiency engineer, who seeks through 
his detailed studies of the present function- 
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ings of a plant to determine whether he can 
pring about better adaptations, closer inter- 
relationships, rejection of wasteful methods 
and such improved ways of operation as will 
increase the output and the efficiency of the 
plant. Similarly, the psychiatrist of today is 
eager to apply his efforts to the improve- 
ment of human efficiency whenever it is be- 
low its possible level of effectiveness, health 
and happiness. 

Civilized life has become so complex and 
has developed so many specialized modes of 
dealing with its problems that there is a 
wide range of opportunities for such efforts 
of psychiatry. If it is thought of solely as 
a specialty for treating the mentally ill, a 
very considerable portion of its present-day 
functioning will not receive attention. Re- 
cently the writer has undertaken to classify 
the variegated issues which have come to be 
included in the provinces of psychiatry. Eight 
fields may be listed within which its meth- 
ods are nowadays being applied. 

To enumerate them, as far as possible in 
the chronological order in which they might 
be likeliest to occur in an individual’s life 
course, we should refer first to the problems 
of school adjustments. Here is one of the 
most important areas in the rapidly growing 
field of child psychiatry. Placement of school 
children in grades too advanced or too re- 
tarded for proper success in their efforts is 
a potent source of maladaptations which can 
secondarily produce the most far-reaching 
disturbances in personality formation, in the 
laying down of character traits for the en- 
tire adult years. Children with problems of 
adaptation to school itself, to certain sub- 
jects, to teachers or fellow pupils are impor- 
tant challenges from the standpoints of edu- 
cational principle, personality balance, social 
and economic efficiency. Only those who have 
actually worked with these issues can ap- 
preciate how numerous and how far-reaching 
are their repercussions. The writer recalls 
one large school, for instance, in which over 
55 per cent of the entire student body were 
found to be at least one full year misplaced 
in their grade assignments for best efficiency 
in their efforts. Consider what this can mean 
in terms of stress for teacher and pupil, in- 
difference or irritability of mood, loss of time 
and effort, and similar factors. 

Closely related to these matters are the 
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second group of problems, those involving 
intellectual level. It is not merely a ques- 
tion of having a psychologist measure a per- 
son’s I. Q. There is need for a careful psy- 
chiatric evaluation of this person’s specific 
Capacities, social assets, character balance, 
and all the various items which make up a 
human being and his abilities for meeting 
various levels of life. It has become a truism 
that the mentally retarded, even the defi- 
nitely feebleminded, can be reliable, wage 
earning, tax paying citizens provided their 
abilities can be properly balanced against the 
demands of the particular life setting in which 
they are placed. Conversely, they may swell 
the ranks of psychosis or of criminality or 
of dependency if the correct adjustments are 
not made for them. 

The third group of problems, those involv- 
ing considerations of special mental capaci- 
ties or interests or disabilities, will often 
overlap with the first two, but it is frequently 
found apart from them. Thus a man who is 
an efficient dentist may for some reasons not 
have his heart in his work, may long to be 
a civil engineer, and so may be living with 
only a veneer of socially and personally ac- 
ceptable routine underneath which there can 
be, discontent, stress, bitterness which could 
obviously exert a steadily distorting influ- 
ence upon stability and happiness. Innate 
disabilities, such as partial deafness, weak di- 
gestion, or migraine, are not simply crosses 
to bear. They are indicators that certain 
adaptations are more and others are less 
likely to permit one to meet life comfort- 
ably and efficiently. 

Problems of emotional balance and of per- 
sonality adjustments are another of the is- 
sues now dealt with by psychiatry without 
waiting until state hospital placement has 
been sought. One need not have a paretic 
excitement nor an epileptic furor in order to 
be emotionally in trouble. The difference be- 
tween a winning and a losing football team 
may be just the difference which a skillful 
coach can produce in his talk between the 
halves of a game—a difference in morale. 
How many times do we believe that a physi- 
cally ill person helps himself by his persist- 
ing optimism to win his way through! Sup- 
pose Paul Ehrlich had had the sort of per- 
sonality which gave up a quest after six 
hundred disappointments? The psychiatrist 
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now treats in office practice individuals who, 
having no gross psychopathology, no psycho- 
sis, can nonetheless profit by learning a bet- 
ter affective balance or an improved self 
control. 

The fifth group of problems to which mod- 
ern psychiatry addresses itself are those in- 
efficiencies of living, of thought, of feeling, 
which are caused by errors in one’s type of 
objectives. If we see someone struggling to 
pull a door open we may save him time, 
effort, temper control and the depressing ef- 
fects of failure if we can show him that the 
door pushes open. Incorrect application of 
energy is quite frequent and may have far- 
reaching disastrous consequences in the psy- 
chic realms. One has only to think of the 
worry, guilt, insomnia, neurasthenic invalid- 
ism and social insecurity which can result 
from a faulty attitude by an adolescent to- 
wards the facts of masturbation. Mere en- 
lightenment by a psychiatrist may be most 
helpful here to free for more suitable use 
in other connections a considerable amount 
of involved mentai energy. Every practitioner 
sees patients who have systematically under- 
nourished themselves because of foibles or 
actual beliefs that, for instance, eggs, milk 
and meat would severely disagree with them. 
It is not difficult to see that in a not dis- 
similar way one may fall into a conviction 
that he surely could not be entertaining in 
a social group, so that he may come to be a 
recluse. 

When human problems are dealt with which 
seem, as in these illustrations, so much a 
part of the everyday living of ordinary life, 
it may appear more natural to some if we 
speak of “mental hygiene” instead of re- 
ferring to “psychotherapy” or to the work 
of a psychiatrist. This is, however, not a 
necessary nor even a valid distinction any 
longer, except insofar as there are today 
many workers in the variegated provinces 
of mental hygiene. There are, for instance, 
public health nurses, vocational guidance ex- 
perts, psychologists, social workers, depart- 
ments of probation, etc. And surely the pedia- 
trician who is striving to improve all the 
potential assets—nutritional, disciplinary, oc- 
cupational, physiological, environmental and 
social—of his little patient should be included 
in the list along with the child guidance 
worker and many others. Yes, there are many 
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others besides the psychiatrists who are work. 
ing in mental hygiene today, and this very 
fact is one of the significant evidences of 
progress in the field. 

Today the importance of very many in- 
fluences upon the health, happiness, and ef- 
ficiency of man is receiving recognition. 
Among them lie all of those broad socia] 
principles which are part and parcel of mod- 
ern group living in our cultural civilization. 
Hence a sixth group of psychiatric problems 
are those of our social and recreational ad- 
justments. Man lives not by bread alone, 
we are told. To this we must add: man lives 
not by himself alone. To aid individuals in 
learning how they can better adapt them- 
selves to the necessity of getting along with 
their fellow humans is a task and a privi- 
lege of psychiatry. “Putting up a front” or 
“keeping up with the Joneses” are ways in 
which people show their recognition of the 
tremendous force of social pressure upon the 
individual. In response to this force it is all 
too commonly found that the best type of 
reaction has not been employed, so that per- 
sons who might get more from their social 
relationships are actually falling far short. 
In addition to the personal therapy of psy- 
chiatry, one sees here also opportunities for 
work in social legislation, in cultural devel- 
opments, in civic improvement efforts, and 
so on. 

Only now, after these six widespread areas 
of psychiatric concern have been touched 
upon, do we come to the one which but a 
few years ago would have been regarded as 
the only one, the sole material of psychiatry— 
the problems of psychoses. This is signifi- 
cant—indicative of the change in the psy- 
chiatric attitude of approach to its work. 
Those other kinds of difficulties previously 
discussed are now seen as being the pre- 
cursors, or the building stones, from which 
psychoses will be produced if the maladapta- 
tions prove grievous enough. Either we see 
our patients before mental illness in its gross 
pattern has struck, and then we have to 
deal with those problems in a prophylactic 
way; or we see the patients after actual 
psychosis has appeared, and then we seek 
to analyze the total complex into those vari- 
ous component parts. So, as far as the indi- 
vidual patient is concerned, the therapeutic 
efforts have the same purposes, even though 
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the accents may be somewhat altered by the 
complications of a psychotic picture. Psy- 
chosis is, however, different in one especial 
manner from the conditions shown by its 
prodromal or larval forms. This difference 
is that a psychosis is more obviously and 
even blatantly the concern of others besides 
the patient. If theoretically this is equally 
true of the less pronounced psychiatric states, 
the psychoneuroses, the problem children, the 
character deviations and the personality un- 
evennesses—at least there can be no doubt 
that in dealing with a case of outspoken 
mental disease psychiatry is also performing 
psychotherapy upon the complacency, the se- 
cure peace of mind of Society at large, as 
well as managing the patients’ symptoms for 
their own sake. 

A final group of issues which concern the 
psychiatrist is that heterogeneous collection 
of cases in which there is some direct de- 
pendency of an adequate mental balance of 
health upon the correction of certain physi- 
cal maladjustments. We know, for instance, 
of the effects upon personality of severe un- 
corrected myopia. The mental disturbances 
incident to hyperthyroidism have received 
much attention. Many and subtle are the 
psycho-somatic interrelationships which can 
be improved by heeding the psychiatric eval- 
uations of physical states. Cosmetic surgery 
or plastic surgery has more of a need in our 
psychic lives than as a matter of mere bodily 
survival. The early correction of a child’s 
convergent squint is likely to have more far- 
reaching results in his personality than in 
his vision. 

To one individual, obesity might become 
a physical factor of psychiatric importance, 
whereas another individual weighing as much 
may have the sort of philosophy which would 
make his avoirdupois a mere matter of 
physics and fact. Brain tumor is not infre- 
quently a cause of mental illness which could 
hardly be cured by psychotherapy if the tu- 
mor is ignored. The brain changes of cere- 
bral arteriosclerosis, or of senile degenera- 
tion, or of paresis or brain abscess, offer 
further examples in this category of psy- 
chiatric problems. 

Thus it may be seen that we have today 
avery different subject to teach in the med- 
ical schools than was the case some years 
ago. Our fathers had a course in psychiatry 
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which probably consisted of six or eight trips 
to an asylum to view some madmen. There 
was nothing more to the course and it was 
regarded as being of little significance ex- 
cept to those rare medical students who be- 
came interested in insanity. Even as recently 
as 1910 psychiatric teaching was chiefly re- 
garded as a specialty in which few in a class 
of students would have any concern. But 
nowadays our interest in the man who is ill, 
rather than in the illness alone, has brought 
a different emphasis. Psychiatry is taught 
now during three of a medical student’s four 
years work because the conception is no 
longer that of an exclusive specialty any 
more than cardiology can be the province 
exclusively of a heart specialist. 

The present attitude assumes that every 
physician can treat his patients’ maladies 
more effectively if he treats the patient, as 
well as the malady. From this approach it 
was that psychiatric teaching came to be a 
sort of training for all medical students in 
a philosophy of medical practice wherever it 
might be found. Each one of us, no matter 
what his specialty or whether he is in gen- © 
eral practice, must deal with human beings— 
people with emotions, inhibitions, plans, in- 
securities. These may constitute the entire 
problem, or they may color the appearance 
and the course of other medical problems. 
In any case, none of us can escape them and 
their manifestations. It has been said by a 
well-known surgeon that fully 50 per cent of 
his patients brought neurotic problems to 
him. But the probability is that the surgeon 
should have said 100 per cent, for all people 
have at least some maladaptations some- 
where. We should then be ready to lend a 
helping hand wherever its need is evident. 
All physicians practice some psychiatry, no 
matter in what field they serve. 

In the foregoing discussion an attempt has 
been made to describe something of the way 
psychiatry has come through its period of 
adolescence. Such a period always brings 
upheavals, and psychiatric thought has ex- 
perienced throes of indecision over such is- 
sues as determinism, psychoanalysis, expert 
testimony, metrazol and insulin shock thera- 
py and many other issues. As it now seems 
to have attained some of the dignity associ- 
ated with coming of age, it is, frankly, some- 
what astonished to discover how large it has 
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grown, how much influence it has. It is quite 
frequently perplexed, like many of us, as to 
where it is to stop growing and whether it 
needs to go on a diet. One answer to this is 
that within its own scope it is now no longer 
possible for any one worker to cover the 
entire field, so that specialization has caused 
even further subdivisions. In reviewing these 
various outgrowths of psychiatry, it has been 
convenient to describe one composite hypo- 
thetical super-psychiatrist who could answer 
for all of those developments. But in prac- 
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tice we must be content to see separate in- 
dividuals who carry on in hospitals, in office 
private practice, in court clinics, in psycho- 
analysis, in child guidance centers, in gastro- 
enterology or internal medicine, in the min- 
istry, in public health nursing—for in all these 
realms present-day psychiatry concepts are 
being used as part of our approaches to the 
increase of human health, effectiveness, anq 
happiness. 


High Oaks Sanatorium. 








Toxic Exhaustive Confusional Reactions 


H. D. ALLEN, JR., M.D. 
Milledgeville, Georgia 


Dr. Allen, Jr., was graduated from the College of 
Physicians and Surgeons, Columbia University, New York 
City, in February 1918. After completing an internship 
at the New York Hospital, he spent one year as Assistant 
Physician at the Manhattan State Hospital, Wards Island, 
New York City, and one year at the Milledgeville State 
Hospital, Milledgeville, Georgia, as Pathologist. Dr. Allen 
then became associated with his father, H. D.: Allen, Sr., 
and his brother, E. W. Allen, in the operation of Allen’s 
Invalid Home, a private hospital for nervous and mental 
diseases that was founded by his father in 1891. Dr. 
Allen is a member of the American Psychiatric Associa- 
tion and is certified by the American Board of Psychia- 
try. 


The toxic exhaustive confusional reaction 
as a psychotic illness is so completely domi- 
nated by such toxins as the bromides, al- 
cohol, and the barbiturates that one is apt 
to lose sight of just how the patient’s me- 
tabolism may be disturbed. These patients 
are often so acutely ill that the psychiatrist 
who is frequently called upon to treat them, 
has to sublimate his psychiatric, or if you 
will, his psychological approach, and revert 
to purely organic medical concepts. It is from 
this group, when successfully managed and 
recovery is good, that we get our most grate- 
ful patients and friends of psychiatric treat- 
ment. 

The extent to which bromide intoxication 
overshadows these reaction types is well illus- 
trated by the fact that in a six-month study 
in a private ward of the Johns Hopkins Hos- 
pital, Wuth! reported 20 cases of pure bro- 
mide intoxication from a total of 238 patients 
admitted to the ward. He also developed his 
bromide comparator and presented a rational 
bromide therapy. 
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Hanes and Gates? reviewed 400 cases of 
bromide intoxication at Duke University Hos- 
pital and reported 0.9 per cent of total ad- 
missions with blood bromides above 75 mgms. 
per 100 cc. of blood. They felt that this 
figure was incomplete as there were 10 cases 
in 1931 with increases to 83 in 1936 and 74 
cases the first six months of 1937. Quoting 
them further, there were in 500 consecutive 
admissions to the Colorado Psychopathic Hos- 
pital, 7 per cent of patients suffering solely 
from bromide intoxication. Two North Caro- 
lina State Hospitals found 16 per cent of 
admissions with blood bromides above 75 
mgm. per cent and 9.5 per cent above 100 
mgm. per cent. The South Carolina State 
Hospital had 12.4 per cent of admissions with 
blood bromides above’ 75 mgm. per cent and 
7.3 per cent above 100 mgm. per cent. 

Harding and Harding? estimated that be- 
tween 3 and 5 per cent of admissions to state 
hospitals are due to bromide intoxication, 
and in one private neuropsychiatric hospital 
44 per cent of total admissions were bro- 
mide intoxications, and these were 23.4 per 
cent of the toxic confusional group. 

Tod and Stalker*, Edinburgh, Scotland, re- 
ported 7.7 per cent of blood bromides above 
75 mgm. per cent in 1,000 consecutive ad- 
missions to a mental hospital: Seventeen of 
these patients were purely drug intoxications, 
10 bromide only, and 7 mixed drugs. They 
reported also that in 200 consecutive pre- 
scriptions, bromide was the third commonest 
drug used and that 5,000,000 National Health 
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Insurance prescriptions contained bromide in 
1928. 

Delgato> states that only acetyl salicylic 
acid is prescribed more frequently than bro- 
mide by physicians, and that 200 “patent” 
medicines contain bromide (analysis by Amer- 
ican Pharmaceutical Association). 

At the private psychiatric hospital with 
which I am associated, there were 94 pa- 
tients admitted with blood bromides above 
100 mgm. per cent and 64 of these had blood 
bromides above 175 mgm. per cent. These 
admissions were from July 1, 1936, to July 1, 
1940, and from a total first admissions of 
810. There were only 3 readmissions with bro- 
mides above 100 mgm. per cent. 

During the period mentioned, blood bro- 
mides have been estimated with the Wuth 
comparator on practically every admission. 
My levels of bromism have been set up 25 
mgm. per cent because 75 mgm. per cent is 
the lowest reading on the comparator, and 
there is some color from the gold chloride 
reagent with the possibility of intensifying 
some extraneous pigment of the apparently 
clear filtrate or normal amounts of blood 
bromides or iodides, such as may have been 
ingested as iodized salt may be shown. In 
following the decline in blood bromides from 
the higher levels, improvement in orienta- 
tion is usually apparent at 175 mgm. per cent 
under a regime of forced liquid and extra 
salt. , 

There are most assuredly mental reactions 
influenced by bromides at lower levels than 
175 mgms. in 100 cc. of the blood, but these 
are rarely found during the phase of increas- 
ing accumulation where bromide is the only 
sedative being given. In levels above 175 mgm. 
per cent there is some mental confusion with 
wavering of the orientation, if not complete 
disorientation and active delirium. A notable 
exception to this was a well-nourished woman 
with inebriate tendencies with a blood bro- 
mide of 400 mgm. per cent. She was per- 
fectly orientated for time, place and persons, 
walked with only a slight unsteadiness of 
gait, and sought treatment because her as- 
sociates thought she was drinking when she 
knew she was not, and a feeling of intoxi- 
Cation with a tendency to fantasies at night. 
She eliminated 200 mgms. in one week’s time, 
with stopping her bromides and giving elixir 
lactated pepsin well salted as a placebo and 
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as a disguise for the extra salt. 

Excluding the purely alcoholic intoxica- 
tions, in which the physician does not have 
the same responsibility that he has in the 
intoxications from the more useful thera- 
peutic agents, there are toxic exhaustive con- 
fusional reactions closely comparable to the 
bromide intoxications. These reactions fol- 
low such trivial illnesses as nervousness, in- 
somnia, loss of appetite, and weight reducing 
regimes, or the more severe febrile infec- 
tions, medical and surgical intestinal dis- 
orders, pregnancy and the puerperium and 
general acute and chronic interference with 
intake of food and drink. In these cases, 
sedative drugs are usually complicating fac- 
tors and deserve serious consideration. Our 
chief indictment against the sedatives, how- 
ever, is that they fail to produce the desired 
type of sleep and recovery seems largely de- 
pendent upon elimination of accumulative 
effects and prohibition of their use as treat- 
ment progresses. None of the other sedatives 
lend themselves to the simple quantitative 
test that the bromides do, and it is very diffi- 
cult to fix their role where the history is 
incomplete or self-medication has been secre- 
tive. 

Two associates and I® have reported 9 cases 
of acute psychotic disturbances following 
atabrine treatment of malaria, and we have 
seen and treated several cases since. Of other 
drugs incident to acute temporary psychotic 
upsets, we have seen one patient who, fol- 
lowing a course of sulfonamide for pyelitis, 
became suddenly upset in the middle of the 
night, wanted to leave the hospital where 
she was a patient, and made a feeble sui- 
cidal attempt by pulling the parts of her bed 
clothing tightly around her throat. She seem- 
ed mute and dazed all the following day but 
perfectly clear in another day, or about 36 
hours after the sulfonamide was stopped. 
This patient is interesting, not from any un- 
usual toxic effects of sulfonamide, but from 
the fact that she was hospitalized for a sus- 
pected acute apendicitis with surgery in view, 
and presumably abstained of food and water 
over a period of hours, and then was given 
sulfonamide when her disease proved to be 
pyelitis. 

Another patient who had been treated by 
my associates and me in 1925 for an acute 
alcoholic delirium (no bromide test made), 
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and again in 1935 for a similar condition fol- 
lowing both alcohol and bromide, was again 
admitted to my care recently with a delirium 
of 6 days duration following pneumonia, 
which was treated successfully with sulfa- 
pyridine except for the complicating nausea 
and vomiting and ensuing delirium. He was 
received into the hospital at night, and know- 
ing his history of bromide intoxication, he 
was given a teaspoonful of salt (NaCl) with 
1 teaspoonful of effervescent sodium citrate 
and carbonate in one glass of water; and as 
his stomach tolerated this, he was induced 
to drink two glasses of milk; then as a 
soporific, he was given thiamin hydrochloride, 
intravenously, 50 mgms. in 5 cc. of sterile 
water. He slept 9 hours, awoke clear of his 
delirium, but still tremulous and weak and 
continued clear, mentally, as he regained his 
strength in four weeks. A blood bromide test 
made the morning following his admission 
was negative. 

In the course of giving insulin shock thera- 
py for the more fundamental psychoses, one 
often sees an acute delirious excitement fol- 
lowing the glucose administration. Orienta- 
tion cannot be tested, and there seems to be 
a complete amnesia for the period of restless 
excitement. A similar reaction, in a patient 
recently admitted to my care, followed the 
administration of protamine -zinc insulin. 
Wilder’ mentions this condition in his book 
on diabetes. 

One of my own induced insulin deliriums 
is reported with this case for a comparison 
between the fluid shift as shown by the ery- 
throcyte pack in this case, and the dilution 
of the blood urea in the former case follow- 
ing the administration of fluids and the clear- 
ing of the deliriums. 

In reviewing my cases for laboratory signs 
of dehydration, the hematocrit studies, while 
routine since 1932, have been done especially 
to find anemias and repetitions have been 
for erythrocyte increase. The blood urea 
when tested in suspected nephritis has in- 
variably declined with increased fluid intake, 
and especially as bromide has been eliminated 
from the blood, but these tests have not been 
properly spaced to give credence to a possi- 
ble dilution of the blood. 

The chemists have done a great deal of 
work on the body fluids (the water and its 
solutes, salt, protein, and gas). Peters’ speaks 
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of the facultative properties of the cell mem- 
brane as a barrier to the extracellular water 
and its ions. He mentions in chemical de- 
tails the use of bromide injections to measure 
the fluid volume and suggested the possibility 
of a simple clinical test using a label molecule 
(thio urea), whereby a given dilution inject- 
ed into the blood stream and the total extra- 
cellular water calculated from its further di- 
lution as recovered from the blood plasma. 

Harwell and Hoguet?, in their study of ex- 
perimental intestinal obstructions in dogs 
and keeping them alive with normal saline 
solution, made the question of body water and 
salt of especial concern to the surgeons. 

Coller and Maddock", in a study of “Water 
and Electrolyte Balance” made on 21 surgical 
patients, fixed the normal plasma sodium 
chloride at 560 mgm. per cent, and estimated 
the needs of dehydrated patients at 0.5 gms. 
of NaCl for each 100 mgm. per cent deficit— 
3,500 cc. additional water as 5 per cent glu- 
cose being needed for water of evaporation 
from the lungs and skin and for urine out- 
put. They preferred Ringer’s solution to nor- 
mal saline for electrolyte needs. This was 
given at the rate of 200 cc. per hour, where 
of necessity it was given intravenously, as in 
gastro-intestinal surgery or where vomiting 
or diarrhoea prevented absorption from the 
intestines. They concluded that wherever pos- 
sible dehydration was best corrected by giving 
salt and water by mouth as food and drink. 
We are indebted to these investigators for 
putting the water and salt needs in dehydra- 
tion on a chemico-mathematical basis. They 
also mention hemo-concentration without 
protein or electrolyte loss as shown by the 
hematocrit, giving reference to a previous 
study of their own 

The following two cases, previously referred 
to, are reported, as in the first I was able 
to get an erythrocyte pack in the midst of 
the induced delirium and a remeasurement 
of the erythrocyte pack shortly after the de- 
lirium had cleared. In the second case, there 
was evidence of nephritis, and we can see 
the dilution of the urea with the clearing of 
the delirium. 


Case 911 


A female, age 18, weight 105 lbs., height 
5 ft. 4 in., and diagnosed as schizophrenia, 
was first admitted in 1938. The second ad- 
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mission was in 1940. 

Following 155 units of insulin on the 28th 
day of insulin shock therapy and after a 
satisfactory shock reaction, the patient failed 
to arouse after gavage, which later emesis and 
a blood sugar finding of 33 mgm. per cent 
indicated that stomach and intestinal absorp- 
tion had been practically nil. Following 20 cc. 
of intravenous glucose, 50 per cent, she went 
into a delirious rage lasting from 10 a. m. to 
6 p. m. There was a loss of body fluids as 
shown by vomiting, catheterized urine and 
involuntary voiding of urine and profuse 
sweating. With efforts to meet the needs for 
blood sugar and water and in the course of 
the blood sugar determinations, we measured 
her packed erythrocytes at the height of the 
delirium at 2:30 p.m. At this time, the packed 
cells were 43.5 per cent, and the following 
morning when completely recovered from the 
delirium, the packed cells were 38 per cent, 
a difference of 5.5 per cent. The blood sugar 
was 96 mgm. per cent. 


Case 1127 


A female, age 57, weight 136 lbs., height 
5 ft. 2 in., was diagnosed as toxic delirium 
associated with hypertension, nephritis, and 
diabetes mellitus. 

This patient was admitted in an acute state 
of delirium, crying, screaming as if protesting 
at things that she was hearing, and wanting 
to push the nurses away from her and giv- 
ing wrong identity to her brother and the 
nurse accompanying her to the hospital. Even 
before we knew her history, one of my as- 
sociates and I both remarked that she sound- 
ed like post insulin shock delirium. This 
condition had come on her suddenly six days 
previously while preparing breakfast. She was 
taking protamine-zinc insulin, 10 units each 
morning, and this had been continued up 
to and including the day she was admitted 
to my care. She had taken a few doses of 
bromide and chloral mixture, but this was 
after the delirium had started. Her initial 
blood sugar was 60 mgm. per cent and the 
blood bromide 75 mgm. per cent. Before these 
determinations were made, she drank two 
glasses of milk and took some water and 
rested some, and was manageable for the rest 
of the night. The following morning she 
started the same restless crying and scream- 
ing, refused her breakfast but quieted down 
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following 10 gms. of glucose intravenously. 
Only one erythrocyte pack was made. Her 
admission urine was negative for sugar but 
positive for albumen. Her blood urea was 68 
mgm. per cent while delirious, and 60 mgm. 
per cent after the delirium had cleared up 
at the end of one week. The difference here, 
8 mgm. per cent, compares with the 5.5 per 
cent shift in the plasma of the first case. 

Other laboratory tests were: 

Phenolsulphon phthalien output of 50 per 
cent in one hour following intravenous in- 
jection of the dye. 

Sugar Tolerance Test (100 gms. glucose by 
mouth)—Fasting blood, 155 mgm. per cent. 
After 30 minutes, 227 mgm. per cent; 1 hour, 
285 mgm. per cent; two hours, 317.-mgm. per 
cent; 3 hours, 344 mgm. per cent; 4 days, 161 
mgm per cent. 


Comment and Conclusions 


These cases give very meager data, but are 
nevertheless presented as initiating a more 
careful consideration of dehydration in toxic 
exhaustive confusional reactions. Feeling that 
a more careful appraisal of the dehydration 
in bromide intoxications, along with the oc- 
casional case uncomplicated by this halogen 
as salt, we may treat these toxic delirious and 
confusional states more rationally. If recov- 
ery is not complete, we may more quickly dis- 
close the more fundamental psychosis that 
these conditions so often mask. 
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According to Webster’s Collegiate Diction- 
ary, aggression is a first or unprovoked at- 
tack, an act of hostility. Psychiatrists! dif- 
ferentiate between aggression against other 
human beings and aggression against ani- 
mals, plants and the inanimate world, the 
latter type occurring in our attempts to se- 
cure food, clothing and shelter. Aggression 
against human beings may be mental or 
physical, although the more generally con- 
sidered type is the latter with physical vio- 
lence directed against another person’s body. 

All infants and children have aggressive 
and destructive impulses. Children feel they 
should possess whatever they want and they 
defend this attitude with hostility and ag- 
gression. The destruction of objects and the 
injuring of others give the child a sense of 
power. The destruction consists of tearing 
the object to pieces, either by hand or by 
mouth. The destroyed object may be put into 
the mouth and be eaten. One writer? points 
out that in infants there are two successive 
phases when the mouth forms the main zone 
of excitement: (a) the phase of sucking, pure 
and simple, and (b) the cannibalistic or bit- 
ing phase. The sucking and biting activities 
of infants may sometimes. persist for many 
years. Milder destructive tendencies may be 
shown by pushing or throwing objects away 
or by inflicting pain. Children also receive 
pleasure from rebuilding the destroyed ob- 
jects. In general, children do not consider 
destruction as the final goal; they expect that 
the destroyed object will be returned?. 

Certain studies* of the attitude of children 





* Read over Station WABC, New York City, May 
31, 1941. 
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toward death reveal that they consider death 
as being merely a deprivation or a separa- 
tion and believe it is a reversible process. In 
the play of young children the dead soldiers 
come to life again. 

The child early in life experiences punish- 
ment as a result of his aggression. He fears 
to be deprived of food and of love of adults. 
He fears pain and body injury. He learns 
that he must check many of his aggressive 
acts in order to escape punishment. 

If children are deprived of their parents’ 
love, of their support and of food, they re- 
act with severe aggression. This aggression 
not only gives pleasure to the child, but also 
secures for him attention from adults. 

Children feel constantly threatened and 
need frequent demonstrations of love and af- 
fection by their parents. If a parent becomes 
angry at a child who shows aggressive be- 
havior, he may not only withdraw his love 
but actually make severe threats, such as 
sewing up the child’s mouth, cutting off his 
tongue, his hand or any other organ of the 
body which has been used for aggressive pur- 
poses. A parent should not treat aggression 
in a child with counter-aggression, although 
if the parent is tired and worn out he may 
be exasperated to the point of losing his tem- 
per. If he does make bodily threats in anger, 
he should tell the child he does not actually 
mean these things and, after he has punished 
him—if he feels he must—by depriving him 
of some pleasure, then he again should make 
it plain to the child that he still loves him. 
Parents in anger often inflict very severe 
physical punishment on their children, some- 
times permanently injuring them. Such pun- 
ishment usually provokes more severe resent- 
ment in the child and if he cannot retaliate 
against the parent, he will attempt to do so 
against persons or things his parent loves, 
such as younger brothers or sisters, pets, fur- 
niture, glassware, china, etc. 
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Punishing a very small child for his ag- 
gressive acts is usually fruitless but children 
should be warned that certain aggressive acts 
cannot be tolerated and if a child persists 
in his conduct after repeated warnings, then 
certain mild punishments, such as having a 
peloved toy taken from him for half an hour, 
should be attempted. One child psychiatrist 
has said: “‘We are not useful to children when 
we try to teach them social actions by pun- 
ishment or by inhibitions, except by saying 
that one does not do this or that, and ex- 
plaining why. .. . His (the child’s) attitude 
toward the world and himself will be a happy 
experience if his parents have the proper at- 
titude toward him. If they have been pun- 
ishing, restricting persons, he is likely to be 
a person of that type and will be strongly 
inhibited himself.’”> The writer then points 
out that a child needs not only physical care 
but warmth and love from both parents. A 
boy may be jealous of his father but later 
learns to love his father, tries to model him- 
self after him and then finds a happy com- 
panionship with his family. 

If a small child is physically well and re- 
ceives the normal amount of intelligent par- 
ental care and affection, he should not pre- 
sent a severe behavior problem although he 
may occasionally show normal aggressive 
symptoms. If a child shows persistent ex- 
treme aggression, the parents should check 
themselves to learn if their attitudes are not 
responsible for this behavior. Perhaps the 
mother is over-worked. She should take time 
to rest when her children rest so that she 
may retain her sense of humor and not be 
upset by trifles or minor difficulties. When 
a parent becomes irritable, this is soon no- 
ticed by the child and the child may regard 
this as a threat and react with aggressive 
behavior. 

According to one investigator>, there are 
four motive behind the hostile acts of chil- 
dren: (a) possession, (b) power, (c) rivalry, 
and (d) general moodiness with feelings of 
inferiority and superiority. 

a) Children not only wish to keep what is 
theirs, but they desire the possession of others. 
They even consider that songs and nursery 
rhymes are theirs and try to prevent other 
children from singing or reciting them. 

b) Children fear loss of power when threat- 
ened by bigger children or by adults who 
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thwart their wishes or interfere with any ac- 
tivity and they then resort to anger or rage. 
They bite or spit or threaten to injure or 
kill. The biting or cannibalistic behavior of 
children usually ceases before the age of three, 
but spitting may persist for many years and 
is sometimes called “playful spitting” by the 
children. 

c) The rivalry of children may be with 
other children, in or out of the family, or 
it may be with one adult for the love and 
possession of another adult. So-called “sib- 
ling rivalry,” that is, jealousy of one’s own 
brothers or sisters, is so normal as to repre- 
sent a definite stage in social development. 
An extreme example of this was shown by 
Cain and Abel. The older child rejects the 
new baby because he fears the mother will 
give all her love and attention to it and so 
neglect him. Children react to this rivalry 
situation in different ways. Some become 
openly aggressive, threaten or attempt to in- 
jure or kill the baby. Children have been 
sent to us for observation who have tried 
to drop their baby sister or brother out of 
the window, to push the baby’s carriage in 
front of a moving vehicle, etc. Other chil- 
dren fear such direct aggressive acts with 
their resultant punishment to themselves and 
so may develop symptoms, such as fears or 
anxiety states, or may resort to infantile 
behavior such as bed wetting, thumb suck- 
ing, etc., in an attempt to again secure the 
love and attention of parents. Not only par- 
ents but interested relatives and friends can 
help to diminish this sibling rivalry by giving 
affection and attention to the older child, 
talking with him, praising him, and by bring- 
ing him small gifts. Moreover, the first bully- 
ing impulses of the older and bigger child to 
the younger and smaller one usually changes 
into a protective care under the influence and 
example of grownups’. The majority of chil- 
dren, however, will show both attitudes, some- 
times bullying, sometimes protecting, from 
time to time. Moreover, they will be more 
tender and protective when observed by their 
parents and teachers and will be more teasing 
and tyrannical when left alone with the 
smaller child. 

In the rivalry toward one adult, the small 
child frequently is jealous of the parent of 
the same sex and wishes to replace that 
person in the affections of the other parent. 
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A child may be jealous of the relationship 
between the parents and tries to part them 
and to win one of them over to himself. He 
feels that one parent is withdrawing love from 
him by giving it to the other parent. The 
child often resorts to ridicule or sarcasm of 
the one parent and openly announces his great 
love for the other parent. 

d) The fourth motive behind aggressive 
acts is general moodiness, with feelings of 
inferiority, superiority and general anxiety. 
If a child feels inferior to others in his ability 
to perform certain tasks, he sometimes ex- 
presses himself in aggressive assertions of 
superiority and will claim that the task is 
too silly or too simple and that a boy with 
his superior talents should not be bothered 
with such trifles. A child who has a reading 
disability (which is characterized by inability 
to read, by left handedness, by stuttering and 
by reversal of letters, so that small “b” looks 
like “d’”, etc.) very often resorts to delin- 
quent behavior in and out of the classroom. 
He will talk out loud in class, crack jokes, 
draw obscene pictures or bully and hit the 
so-called “teacher’s pet” who can read well; 
sometimes he becomes a truant, resorts to 
stealing or running away. If such a child is 
given proper intelligence tests and his read- 
ing disability diagnosed, he can then secure 
proper treatment for his difficulty. The boy 
no longer need feel inferior and as a result 
he does not need to express aggression to 
try to prove to himself his alleged superiority. 

Similarly, if a child has a physical handi- 
cap, such as a crippled arm or leg as a re- 
sult of disease or accident, he will often be- 
come aggressive towards others, challenging 
them to fight or to race with him, claiming 
he is superior to them. 

Studies of children of primitive tribes in 
the Argentine® and Guatamala’ reveal that 
they show almost identical types of emotional 
reactions, jealousy patterns, etc., as do chil- 
dren in our culture. They are jealous of their 
brothers and sisters who replace them in their 
parents affection. They feel deprived of food 
and love and react with hostile drives against 
their relatives or they develop anxiety states, 
and resort again to infantile behavior. 

Aggression is not limited to infants and 
small children. It is seen in the adolescent 
and the adult, but here it is often expressed 
more in speech than in action. Adolescent 
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boys frequently quarrel with each other, make 
dire threats to cripple or kill each. other, curse 
at each other and are then delighted if an 
adult interferes, suggesting they talk over 
their difficulties and shake hands. Adults 
who have hostility toward others may not 
hit them but instead resort to sarcasm or 
gossip, or may distort facts to produce re. 
sentment of others toward the hated person. 

Both children and adults need outlets for 
their aggression and if society does not pro- 
vide wholesome outlets, such as in competi- 
tion in sports, either by active participation 
or by witnessing ball games, prize fights 
(where individuals are frequently heard 
shouting advice or obscenities to the partici- 
pants) their aggressive impulses may be ex- 
pressed in a more serious fashion in the form 
of gang activities and crime. 

The treatment of these aggressive impulses 
must start when the child is very young. 
First, one must not be shocked by these 
symptoms but must realize that such impulses 
are fundamental in all human beings and 
that such impulses are present in order that 
the child may secure food and love. If the 
parent or parent substitute gives frequent 
demonstrations of affection to the child and 
does not deprive him of food and other 
physical support, much of his aggressive im- 
pulses may be checked. With the aid of edu- 
cators and clergymen (and many physicians 
are now stressing the need of such ethical 
and moral training) the aggressive drives of 
the child and adolescent can be directed into 
socially accepted channels. The child who 
destroys things and then tries to rebuild them 
may become the future chemist, engineer or 
physician. The normal phase in the aggres- 
sive acts of all children is destruction fol- 
lowed by construction or rebuilding and this 
might give us a ray of hope that when the 
present world-wide aggression ceases, there 
will result a rebuilding of a new order in 
the world in which all the children large 
and small will have food and love and, there- 
fore, will be able to curb their aggressive 


drives. 
Bellevue Hospital. 
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Disturbances of psychogenic and neuro- 
genic origin make up fully a third and per- 
haps one half of all the disorders in cardio- 
vascular consultation work. This fact should 
suffice to establish the importance of the 
subject. No practitioner and certainly no in- 
ternist can be considered skilled or adequate- 
ly equipped without a fairly comprehensive 
conception of the powerful effect of psychic 
and nervous influences on somatic processes 
and tissues as well as on the origin of symp- 
toms. Purely psychogenic symptoms or func- 
tional derangements must be recognized, as 
well as the extreme exaggeration beyond rea- 
son of symptoms. The practitioner must be 
alert and keen enough to gain a psychological 
insight into each patient’s makeup. He must 
know that some live by the joy of the sym- 
pathy inspired by their invalidism while oth- 
ers sink to the depths of despair. He must 
realize that for the despondent much can 
be done; while with the patient who seeks 
profit from ill health little can be accom- 
plished. , 

It would seem most logical in the matter 
of psychoneurocardiovascular disturbances to 





* Read by invitation before the Southern Psy- 
chiatric Association at San Antonio, Texas, Oc- 
tober 9, 1937. 


consider the disorders under two separate 
general heads. 

a) Cardiac Neuroses—Those of the heart 
or central vascular system or the circulation 
in general. 

b) Peripheral Vascular Neuroses—Those of 
the arteries or arterioles, the peripheral vas- 
cular system. 

The whole host of symptom complexes that 
result from direct local changes in the circu- 
lation in the brain and spinal cord will of 
course not come within the province of this 
paper. 

In the group of pure cardiac neuroses and 
angiac neuroses we might include primarily 
disturbances ‘in innervation of the heart and 
vascular bed. These might: (1) run their 
course without secondarily damaging any part 
of the vascular system or organs of the body 
in general, and (2) without producing any 
change in the general distribution of the 
blood. There usually result disturbing sub- 
jective sensations, sometimes with alteration 
of the cardiac movements and at other times 
with abnormal vascular reactivity. 

Pure neuroses must not result in increasing 
the size of the heart or in thickening the 
blood vessels. Such conditions are rarely ful- 
filled. I doubt whether any circulatory dis- 
turbances can exist for any length of time 
without producing some vascular change. 
Certainly in the disorders of the peripheral 
neurovascular mechanism we have abundant 
evidence of the appearance of secondary vas- 
cular pathology sooner or later. The ques- 
tion may be raised as to whether the ana- 
tomical changes are cause or effect. 
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The so-called pure neuroses, which are 
perhaps more properly designated minor psy- 
choses, cause untold misery. The chief rea- 
son is that the neuroses are usually un- 
recognized as such and allowed to continue 
indefinitely. A great amount of distress and 
suffering, even though accompanied by nu- 
merous manifestations, may be tolerated by 
some individuals for long periods of time 
without any demonstrable secondary degen- 
erative changes. 

The painful syndromes, such as the poorly 
designated pseudoangina innocens, are en- 
tirely psychogenic and come within the nar- 
row scope of the first definition. Cardiac 
mechanism disorders also may be psycho- 
genic in origin and exaggerated symptoms 
may accompany minor manifestations of 
cardiac irritability. It is true, of course, that 
in instances in which the heart muscle is 
pushed to the very limit of its reserve, the 
inception of a mechanism disorder, a disturb- 
ance in rhythm may precipitate a temporary 
circulatory insufficiency. In these, I shall try 
to bring together all of the commoner con- 
ditions that might be discussed as a tenta- 
tive group of the psychoneurocardiovascular 
disorders. 


Cardiac Neuroses—The Pure Psychoneuroses 


1) Functional cardiac pain—Pseudoangina. 
2) Neurocirculatory asthenia. The Effort 
Syndrome. 
3) Psychogenic cerebral anemia. 
a) Vasosympathetic splanchnic episodes. 
b) Vasovagal carotid sinus episodes. 


Cardiac mechanism disorders. 
a) Sino auricular standstill. Vagotonia. 


b) Premature contractions, atrial, ven- 
tricular. 


c) Paroxysmal tachycardias, atrial or 
ventricular. 

d) Paroxysmal fibrillation or flutter, 
atrial. 


5) Secondary anxiety neuroses in patients 
with previously asymptomatic heart disease. 


Functional Cardiac Pain—Pseudoangina 
Innocens 


The cardiac neuroses or psychoses are de- 
pendent upon psychic influences presenting 
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capricious tendencies of various others. It 
is generally accepted that anxiety, apprehep- 
sion and persistent introspection and patho. 
logical imagination contribute to the devel. 
opment of phobias. There may result Symp- 
toms that mimic absolutely those of organic 
disease in any system. These psychogenic 
symptoms tend to increase the patient's 
anxiety which in turn further aggravates the 
situation. The vicious circle created tends to 
establish in the patient the absolute belies 
that he is suffering from an organic disease. 

Pain that is indistinguishable from cardiag, 
coronary or aortic pain may occur in some 
individuals with a gastro-intestinal neurosis. 
It may originate in constrictions in the gut 
with distention; in the transverse colon, or 
in the high placed stomach with a dilated 
fundus or a short esophagus. This may be 
aggravated by aerophagia. A hyperactive 
gastrocardiac reflex may give rise to subxi- 
phoid distress and pain. 

As a rule, in functional cardiac pain there 
are no progressive increases in the severity 
of attacks and no vascular deterioration. In- 
stead, there occur cyclic periods of steady im- 
provement and sudden reversal. Major stig- 
mata of hysteria may be present. A severe 
spasmodic attack may be associated with some 
disturbance in the coronary circulation yet 
no definite evidence of such a change can 
be graphically or otherwise established. An 
overly sensitive central nervous system, psy- 
chologic, physiologic, pathologic and endo- 
crine factors may contribute. There may 
sometimes be an associated active focal in- 
fection that seems to produce an irritable 
nervous system of the heart. Just how focal 
pathology has an effect is still obscure. 

Functional cardiac pain is twice as fre- 
quent in females as in males but may be 
present in individuals of all ages from ten 
years to sixty-five years. It occurs in those 
who have psychological disorders or disturb- 
ances but may be found among those who 
have had rheumatic fever, tonsillitis or other 
infections. The chief complaints are a heavi- 
ness or aching in the left chest, a sense of 
fullness or constriction and a sharply local- 
ized pain. Common accompanying symptoms 
are conspicuous palpitation, tachycardia and 
frequently slight shortness of breath; but only 
occasionally orthopnea. There is not infre- 
quently syncope or fainting. 
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Neurocirculatory Asthenia or the 
“Effort Syndrome” 


During World War I there came to our at- 
tention a condition, a classic example of a 
true cardiac psychosis designated as “neuro- 
circulatory asthenia,’ or the “effort syn- 
drome” which had not often been recognized 
in civil practice during peace times. The con- 
dition, however, had been described by Da 
Costa as the ‘“‘soldier’s heart.” It had appeared 
so commonly among the Yankees during the 
invasion campaigns of the war between the 
States. Since World War I the condition is 
not infrequently recognized among civilians 
under the stress and strain of the turbulent 
times of depression with its nightmarish after- 
maths. 

Sir Thomas Lewis has shown that certain 
constitutional types of individuals tend to 
crack up psychically under the trying condi- 
tions of war and of the rigorous camp life. 
The victims were usually constitutionally in- 
ferior, undernourished, undersized, flat chest- 
ed, physically and mentally subnormal indi- 
viduals with a basic nervous instability. Pre- 
cipitating factors were the terrors of destruc- 
tion, the fear of disfigurement and death, and 
a demoralizing conflict flourishing within 
them. 

In civilian life women make up the larger 
proportion of cases, and far more come from 
the leisure class than from among those who 
must work to earn a living. 

In civilians such secondary factors as. par- 
tial starvation, avitaminosis, overwork, worry, 
exhaustion, convalescence from severe infec- 
tious diseases, such as tonsillitis or pneumonia, 
or absorption from definite foci of sub-clinical 
infection or even the beginning insufficiency 
of otherwise asymptomatic heart disease may 
be most significant. Perplexing private cir- 
cumstances may arise, creating a situation of 
distress with which the patient is at a loss 
adequately to cope. Fear, anxiety and worry 
play perhaps a greater role in precipitating 
neuroses in every day competition than under- 
feeding or overworking. It is nervous exhaus- 
tion rather than physical fatigue that causes 
the development of the symptoms of the “ef- 
fort syndrome.” 

The symptoms may be almost indistinguish- 
able from those of organic origin and are 
quite as disabling and apparently as distress- 
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ing as those of structural heart disease. The 
effort syndrome distress may be brought on 
by the slightest exertion and is accompanied 
by palpitation, a sense of rapid heart action, 
breathlessness, weakness and usually also diz- 
ziness, faintness and even syncope. At times 
there may be precordial distress that may be 
almost typical but is usually slightly atypical 
for genuine coronary insufficiency. The pa- 
tient may become panicky and jittery. 

The signs are usually few and nonpathog- 
nomonic. Some definite color changes such 
as blanching or flushing and cold perspira- 
tion as well as tachypnea, tachycardia and 
slight blood pressure changes are usually 
present. The reliable signs of organic heart 
disease are all absent. The responses to ex- 
ercise tests, none of which are very satis- 
factory, are of course greatly exaggerated. 
The physical findings are not as abnormal 
as the psychic makeup. 

P. Wood in his Goulstonian Lectures to the 
R. C. P. of London urged that the term “ef- 
fort syndrome” be dropped and if it is de- 
sired to call attention to the presence of 
(effort intolerance) the latter terms might 
be added in brackets following a proper psy- 
chiatric diagnosis which should be available. 

He points out that the symptoms and signs 
of Da Costa’s Syndrome more clearly resem- 
ble those of emotion, especially fear, than 
those of effort in the normal subject. The 
mechanism of the somatic manifestations de- 
pend upon central stimulation, not upon 
hypersensitivity of the peripheral autonomic 
system. The central stimulus, Wood says, is 
emotional and is commonly the result of fear. 

The reaction becomes linked to effort by a 
variety of devices, which include misinterpre- 
tation of emotional symptoms, certain vicious 
circular patterns, the growth of a conviction 
that the heart is to blame, consequent fear 
of sudden death on exertion, conditioning and 
hysteria. Incapacity tends to be exaggerated 
consciously or subconsciously, according to 
Wood, to protect the individual from further 
painful emotional experience. 

In the army the inability to remove the 
distressing environmental factors which have 
caused or have aggravated the breakdown, 
“and the difficulty of establishing intimate 
contact between the patient and the assigned 
and unchosen medical officer; and the latter 
duty to serve the State first and the patient 
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secondly; all tend to thwart successful treat- 
ment.” 


Common Sympathetic Spanchnic Faints 


Certain types of individuals under an emo- 
tional stress and strain, or following a visual 
shock of seeing blood and auditory bombard- 
ment may have suddenly or slowly develop- 
ing reflex dilatation of the splanchnic area 
with lowering of the systemic blood pressure. 
The blood pressure may drop to critical levels 
of 80 to 60 mm. mercury systolic. The reflex 
splanchnic vasoparesis and the resulting cere- 
bral with simple anemia faints is much more 
common in women than in men. In the 
arteriosclerotic individuals the pressure need 
not fall to this level before symptoms ap- 
pear. The pulse rate is increased when the 
blood pressure falls too low to maintain ade- 
quate cerebral circulation. Giddiness, vertigo, 
weakness, visual disturbances, black spots, 
unsteadiness, restlessness, confused speech, 
drowsiness, and yawning develop—usually as- 
sociated with nausea and vomiting, headache, 
disturbances of memory and inability to con- 
centrate. The patient usually presents a 
deathly, ashen pallor and falls unconscious. 
Interruption of the cerebral circulation for 
from three to five seconds causes loss of 
consciousness. Suspension of adequate blood 
flow for twelve seconds produces deep sigh- 
ing respiration, twitching and convulsions 
while after twenty seconds cyanosis appears. 
Such would be a typical cerebral syncopal at- 
tack. There is no loss of reflexes or devia- 
tion of the eye, no frothing at the mouth, 
no biting of the tongue. In the prone posi- 
tion, which the patient usually assumes, the 
blood pressure rises and the pulse rate drops 
and consciousness usually returns promptly. 
If there is delay, reflex stimulation of cold 
water to the face is effective. Cardiovascular 
neuroses as neurocirculatory asthenia or the 
effort syndrome may contribute to syncopal 
attacks. 


Vagus or Carotid Sinus Faints 


Fainting attacks with a very slow pulse are 
not as common as faints with a rapid pulse 
but occur frequently enough to command con- 
sideration. There is some similarity between 
Adams-Stokes episodes and bradycardia syn- 
cope but differentiation is not difficult. True 
vasovagal attacks originate in an over sensi- 


120 


DISEASES OF THE NERvous SYSTEM 








Apri 


tive carotid sinus reflex. Very slight me. 
chanical pressure stimulation of the carotig 
sinus results in the reflex that inaug- 
urates a sharply increased vagus tone which 
inhibits the sino-auricular node or pacemaker 
of the heart. Bending the neck over a high 
stiff collar is the common stimulus while 
stroking or compressing the region of the 
bifurcation of the common carotid may pro. 
duce the slowing of the heart and the symp- 
toms complex. The irritability of the reflex 
may be reduced by the use of tincture of 
belladonna three times a day after meals or 
atropine sulphate, 1/150 gr., three times g 
day. 


Postural Hypotension 


The failure of the normal vasovagal re- 
flex to cause constriction in the splanchnic 
area and maintain the blood pressure as an 
individual rises and stands results in a rap- 
idly developing orthostatic hypotension. This 
is fortunately a rather infrequent but sig- 
nificant condition of rather obscure etiology. 
It is frequently associated with central ner- 
vous system syphilis. The dropping off of 
the blood pressure when the patient is up- 
right to critical levels of 80, 70 and 60 mm. 
of mercury is most pronounced in the morn- 
ing. As the day wears on the splanchnic ves- 
sels increase their tone and the patient tol- 
erates the upright position somewhat better. 
It is possible to maintain splanchnic tone, 
as suggested by Brown and Allan, during the 
night by having the patient sleep with the 
head of his bed elevated about 18 inches and 
thus prevent the early morning lack of 
splanchnic tone. 


Psychogenic Cardiac Mechanism Disorders 


In some individuals actual functional de- 
rangement of the cardiac mechanism may be 
psychogenic. Premature contractions may 
occur at occasional or frequent intervals, 
paroxysms of auricular tachycardia or rarely 
auricular flutter or fibrillation, and even faint 
distant apical systolic murmurs may develop 
under stress. Psychoneurotics with symptoms 
such as those described and no pathognomo- 
nic signs of organic heart disease may suffer 
more acutely than individuals with organic 
heart disease. 

In such cases there may be a complaint 
of troublesome palpitation of the heart at rest. 
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The sensations of a simple cardiac irregu- 
larity may be most disturbing.. The patient 
feels as though his heart stopped, skipped a 
peat and turned over, or as though the heart 
were jumping into the throat, or drawn to- 
gether in a knot, as though it were about 
to burst. There may be angioneurotic com- 
plaints such as hot flushes, tenseness of the 
skin, throbbing hot or icy cold extremities, 
pursting headaches or extreme vertigo and 
rapid heart action, all described with much 
greater emphasis than is usually employed 
py patients with cardiovascular disease. 


Secondary Anxiety Neuroses or Exaggeration 
of Symptoms in Previously Asymptom- 
atic Heart Disease Patients 


The psychogenic exaggeration of symptoms 
in patients with organic heart disease offers 
similar problems. It is a common experi- 
ence to have a patient volunteer the signifi- 
cant information that he never had a heart 
symptom “until a doctor discovered my mur- 
mur and told me that I had a ‘leaky heart.’ ”’ 
He usually adds, “At that time, when he 
asked me if I had, on exertion, pain, short- 
ness of breath, palpitation and rapid heart 
action I did not remember having had such 
symptoms. I have, however, taken notice since 
then and I have had these symptoms with 
increasing intensity.” It is evident that the 
cause of the trouble was the inadvertently 
dropped remark of the careless or unwise doc- 
tor whom the patient had unfortunately con- 
sulted. To undo such damage is far from 
simple. It requires all the skill, power and 
ability that most physicians can muster. 

To such individuals the presence: of an 
abnormality must be acknowledged. A true 
evaluation of the abnormality and the part 
it may play in the symptom complex must 
be clearly established in the patient’s mind 
as well as in the physician’s. The patient 
must be convinced of the psychogenic origin 
and aggravation of the symptoms since he 
has become heart conscious. He, of course, 
must be advised to keep within his limits of 
physical tolerance. Carefully graduated ex- 
ercises, particularly walking on the level 
ground, out in the open air and sunshine 
are to be encouraged, and usually serve to 
improve the patient’s general condition and 
reestablish his circulatory equilibrium and his 
confidence in himself. 
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In those with organic heart disease, even 
though the symptoms are for the most part 
psychogenic in origin, one cannot, of course, 
give complete reassurance as to the cardiac 
condition. Furthermore, one cannot remove 
all physical restrictions. A carefully worked 
out, conscientiously applied, frequently check- 
ed plan of management is usually successful. 
The patient’s response in his relative free- 
dom from trouble usually encourages him to 
carry on. He has thus genuine reassurance 
which may be continuously beneficial. The 
improvement secured unfortunately is fre- 
quently only temporary. Absolute disappear- 
ance of the symptoms with no recurrence is 
more than can usually be hoped for. 


Management of Cardiac Neuroses 


The feeling of constriction or slight ache 
or pain over the precordium or over the apex 
of the heart comes on at rest and not on 
exertion as in the anginal syndrome. Synco- 
pal attacks that may accompany functional 
heart pain may simulate epileptic seizures 
although they are less abrupt and are only 
occasionally associated with convulsions but 
never with involuntary micturition or biting 
of the tongue. 

Indigestion often is an antecedent or con- 
comitant phenomenon of functional pre- 
cordial or substernal symptoms and the con- 
trol of gastric discomfort often relieves the 
pain as does frequently simply mouth belch- 
ing of gas if it has not developed into aero- 
phagia. Aerophagia, or forced belching, should 
be forbidden. On the attempt to relieve gas- 
tric distention by belching a reversal of valve 
action causes the patient actually to pump 
himself up and increases his intragastric pres- 
sure, and consequently the mechanical em- 
barrassment of the heart action. 

Psychogenic cardiac pain is unfortunately 
called “pseudoangina innocens.” The term is 
misleading and undesirable for the laity hear 
only “angina” which strikes terror into other- 
wise stolid individuals. Psychogenic pain un- 
associated with any cardiac disease has, if 
recognized but not labeled, as a rule a most 
favorable prognosis. 

Careful symptomatic treatment, diligently 
and persistently administered is usually suc- 
cessful in these patients with cardiac neu- 
roses. They often tax the physician’s inge- 
nuity and every resource and require the best 


121 





DISEASES OF THE Nervous SYSTEM 


in the art of the practice of medicine. The 
usual cardiac medicaments that afford relief 
for symptoms of organic origin when given 
inopportunely are not only valueless but may 
be absolutely harmful. Large doses of psycho- 
therapy given with greatly exaggerated as- 
surance and reassurance frequently alleviate 
a great deal of distress. Medicines given un- 
der such circumstances along with the psycho- 
therapy must be recognized as placebos and 
suggestive measures. 

The patient should be taught to rest and 
relax in order to decrease the expenditure 
of energy, restore the reserve, reestablish the 
equilibrium and relieve the nervous exhaus- 
tion. Definite sincere encouragement must be 
offered the patient whose heart is organically 
sound and absolutely uninvolved. The treat- 
ment should be carefully and systematically 
guided. 

The graduated exercises such as those de- 
veloped by the U. S. Army Medical Corps are 
in order. The patient must be convinced that 
any amount of muscular exertion within his 
limits of tolerance is not harmful but bene- 
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ficial. The confidence of the patient shoyy 
be gained and a complete thorough under. 
standing of the treatment insured. The Da- 
tient’s confidence in his physician should he 
established so that he will fully confess all 
his troubles. 

Dr. William R. Houston in “The Art of 
Treatment” says that the patient must he 
brought face to face with the situation ang 
an external adjustment must be made ang f 
acknowledged. Complete rest with sleep shoulq 
be made possible by an inflexible regime, 
maintained, if necessary, over the patient's 
protests. It may be necessary to resort to 
the use of a sedative—one of the barbiturates, 
as phenobarbital, may be of some help. Some 
few cardiac neurotics respond slowly to gen- 
eral measures and a few remain asymptom- 
atic. Periods of observation and treatment 
required to accomplish results are long and 
tedious and almost always during periods of 
stress and strain, recurrences are to be ex- 
pected. 


University of Texas School of Medicine, 
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The purpose of this paper is to review the 
results and experiences in the administra- 
tion of all types of pharmacologic shock 
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therapy at the Hastings State Hospital'.? from 
January 1, 1937 to April 1, 1940, a period of 
three years and three months. In this group 
of 316 patients the common reaction types 
are represented. In addition, 100 schizo- 
phrenic patients comprise a control group. 
As pharmacologic agents there have been 
employed metrazol, picrotoxin, and insulin, 
the latter having been administered both in- 
tramuscularly and, in a small series of cases, 
intravenously. 


Standards and Procedure 


The generally accepted principles in the 
administration of metrazol and insulin have 
been followed.2* The zig-zag method has been 
utilized to avoid excessive doses of insulin. 
In the administration of metrazol, repetition 
of the drug has followed failure of the first 
injection to produce a grand mal convulsion. 
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The term “combined therapy” has been used 
to designate only treatments in which a 
metrazol convulsion has been superimposed 
upon insulin shock. Otherwise, the treatments 
are referred to under the separate insulin or 
metrazol categories. Picrotoxin convulsive 
therapy was utilized in the treatment of 10 
patients, the procedure duplicating that of 
metrazol convulsive therapy. Because ac- 
cumulating evidence tends to show that 
irreparable brain damage may occur during 
prolonged insulin coma, insulin was ad- 
ministered intravenously to a group of 18 
patients. The rapid induction of the desired 
physical state would, theoretically at least, 
avoid the reported damage. It was felt that 
less time for each treatment would be re- 
quired, and also less insulin. In addition, the 
psychic effect, it was felt, might be height- 
ened, and complicating features lessened.’ 

An attempt has been made to adhere as 
closely as possible to the diagnostic standards 
adopted by the American Psychiatric Asso- 
ciation.’ 

Difficulty has been encountered in the de- 
termination of any satisfactory criteria to 
serve aS an adequate measure of improve- 
ment. At first there was an attempt to clas- 
sify all patients into four groups after the 
standards of Mueller: “unimproved,” “partial- 
ly improved,” “incompletely recovered,” and 
“recovered’’.? However, in this entire group 
of patients it was felt that none could be 
said to have acquired critical insight except 
in the small group of psychoneurotic reac- 
tions, so that “recovered” would be a term 
limited entirely to the psychoneurotic reac- 
tions. Despite the definite requirements of 
each term, in application they prove to be 
much more subjective than is desirable in 
data for objective use. Because of widespread 
dissension on criteria of improvement, there 
has resulted the compulsory use of the fol- 
lowing terms which, though not by any means 
completely satisfactory, are nevertheless ob- 
jectively descriptive: “home” and “hospital’’. 
All patients remaining in the hospital were 
Classified at first into two categories, depend- 
ing upon whether.they required custodial 
care or could engage in institutional occupa- 
tion. However, when the statistics were com- 
piled the terms showed little, so far as in- 
dividual improvement: was concerned. Per- 
haps the best standard of improvement is 
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the patient’s ability to make a social adjust- 
ment, and if so, then this must for the present 
be gauged by whether or not he has returned 
home. It frequently occurs that there has 
been no improvement, yet a patient is paroled 
at the request of relatives; and contrariwise, 
it often happens that after satisfactory im- 
provement the patient is forced to remain 
in the hospital because of the lack of a 
home to which he may return. It would seem 
that the criteria herein selected are not par- 
ticularly good, but that they are the best to 
be found. 

The control group of 100 patients is fairly 
satisfactory in most respects. However, it 
should be pointed out that the only com- 
pletely satisfactory method of controlling 
such a group for comparison with a shock 
group would be to place each controlled pa- 
tient on exactly the same routine as the shock 
patient, and in addition administer instead 
of the pharmacologic principle a physiologic 
saline solution or the equivalent. 

The limitations for statistical review of 
such a small group of patients as this are 
obvious, but because of the diversity of cases, 
and the satisfactory comparison of the major- 
ity of the statistics with results obtained in 
other hospitals, the further statistical com- 
parisons should be also a_ representative 
sample. 


Statistical Resumé 


The total number of treatments and the 
number of each type of treatment are as 
follows: 


Total number of treatments... -———s« 16,346 
Total number of intramuscular 
insulin treatments _..._--—— 
Total number of intravenous 
insulin treatments ____._.......---.... : 
Total number of combined treatments 
(“combined” refers only to treat- 
ments in which a convulsion was 
superimposed upon insulin shock) -. 
Total number of metrazol treatments 
Total number of picrotoxin treatments 
Total number of insulin comas _....____. 
Total number of grand mal convulsions 
(combined, metrazol, and picrotoxin) 


i 


627 


1,251 
2,612 

110 
7,190 


3,410 


The results obtained with the chief forms 
of pharmacologic shock therapy in the var- 
ious diagnostic groups are shown in Table I. 
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TABLE I—RESULTS OF CHIEF FORMS OF PHARMACOLOGIC SHOCK THERAPY 








General Survey 


GROUP 


Schizophrenia 
a. Catatonic 
b. Paranoid 
c. Hebephrenic 
d. Simple 
e. Mixed 
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TABLE II—RESULTS BY AGE GROUPS 
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GROUP No. Cases 


No. Cases Home 





10 


90 


89 


10-19 yrs. _ 
20-29 yrs. 
30-39 yrs. 42% ae 
40-49 yrs. 43% | 34 
50-59 yrs. 538% | 


60-69 yrs. 





32% 





| 
| 
37% | 
| 
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No statistical calculations are recorded in 
this table, or the others, for groups of less 
than ten patients; dashes have inserted in- 
stead. It was felt that statistics obtained in 
small groups of patients would only be con- 
fusing and misleading. However, for all totals 
_ the smaller groups have been included. At- 
tention is called to the fact that in the in- 
volutional group 69 per cent of the patients 
are at home, and that this figure apparently 
is due to the effects of metrazol. Of the 316 
patients, 28 were paroled home whose return 
has been necessitated. This number repre- 
sents 9 per cent of the entire group.'° Of these 
28 patients, 3 have been diagnosed as manic 
depressive psychosis. 

The results obtained from the use of shock 
therapy with reference to age are presented 
in Table II. It will be noted that apparently 
the older the patient the better the results. 
The reason for this is explained by the fact 
that although the results in schizophrenia 
decrease steadily as age advances, the in- 
volutional psychoses and the manic depres- 
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Schizophrenia 


Manic Depressive i Involutional 





Home 


No. Cases Home No. Cases Home 





50% =| 
33% 
34% 





23% 


1 a 


Sive psychoses which occur in the older age 

groups are sufficient to more than compen- 

sate for the falling schizophrenic percentages. 
In Table III is shown a comparison between 


TABLE IITI—RESULTS COMPARED TO 
DURATION OF PRESENT ILLNESS 


Hospttal 


Group Home 


67% 
50% 
32% 
36% 
44% 
23 %o 


33% 
50% 
68% 
64% 
56% 
717% 


0- 1 yr. 

1-2 yrs. 
2-3 yrs. 
3-4 yrs. 
4-5 yrs. 


Over 5 yrs. 116— 


the results obtained and the duration of the 
present illness. 

It. is generally accepted that patients, as 
a result of any form of pharmacologic ther- 
apy, will usually improve shortly after treat- 
ment has been started, if improvement is 
going to appear. The average number of treat- 
ments that would be necessary for any given 
patient have arbitrarily been set as follows: 
40 insulin treatments, or 10 metrazol treat- 
ments, or their equivalent. Of the patients 
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in this group, 248 received treatment in ex- 
cess of this standard. At the present time, 
41 per cent are home and 59 per cent remain 
at the hospital. Receiving less than the 
standard were 88 patients, and of these 57 
per cent are home and 43 per cent remain 


at the hospital. 
In Table IV the results are shown that were 


TABLE IV—RESULTS OF PICROTOXIN 
AND INTRAVENOUS INSULIN 


Drug No. Cases ome 7 Hospital ; 
Picrotoxin 10 10% 90% 
Intravenous Insulin 18 6% 94% 


obtained with the use of picrotoxin and in- 
travenous insulin. As illustrated in Table IV, 
a small series of picrotoxin and intravenous 
insulin treatments were carried out to see 
if there was any demonstrable value over 
metrazol and regular insulin respectively. The 
results, however, were uniformly poor, and 
may be explained by the fact that all of these 
patients, with the exception of one, formerly 
received intensive shock treatment which 
had proved of no value. In each group one 
patient returned home. One was a manic de- 
pressive who had a spontaneous remission 
and would probably have returned home re- 
gardless of treatment. The other developed 
mastoiditis, was transferred to the Medical- 
Surgical Service, and subsequently returned 
home at the request of the parents. 

A certain number of complications were 
observed in the administration of these 
16,346 pharmacologic shock treatments. As 
a result of metrazol convulsive therapy, an 
intertrochanteric femoral fracture, bilateral, 
and an intertrochanteric femoral fracture, 
unilateral, were produced. There was one 
fracture of the anatomical neck of the hu- 
merus necessitating open reduction, one frac- 
ture of the seventh dorsal vertebra, and one 
fracture of the scapula. There was one dis- 
location of the shoulder without complica- 
tion, and one dislocation of the shoulder fol- 
lowed subsequently by osteomyelitis. Lobar 
pneumonia appeared in one patient ten hours 
following the seventh treatment; this may 
be considered coincidental. Frequent but easily 
reducible dislocations of the mandible were 
observed. In one patient profuse hemoptysis 
appeared following the first treatment; the 
etiology could not be determined clearly and 
recovery was uneventful. In one patient hy- 
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pertension without demonstrable etiology ap- 
peared; during a period of four months, the 
interval during which metrazol was adminis- 
tered, the blood pressure rose from 154/86 to 
180/110. Complications of insulin shock ther- 
apy comprised two deaths, both of which 
occurred during treatment. Prolonged coma 
in one patient resulted in some type of dis- 
abling cerebral damage necessitating com- 
plete bed rest and constant nursing care. 
Two prolonged comas of eight hours, one of 
two days, and one of three days, occurred. 
Gastroenteritis appeared very frequently in 
the patients treated with picrotoxin. 

Because of frequently reported vertebral 
fractures resulting from convulsive therapy, 
twenty patients had vertebral x-rays both 
before and after treatment. One fracture 
which already has been listed was noted, but 
it should be said that in this patient the 
diagnosis of vertebral fracture could be made 
from the clinical evidence. The x-ray plates 
otherwise were all entirely negative. 

One hundred schizophrenic patients who 
have received shock therapy were selected 
solely on the basis of their date of admission. 
They were the first one hundred patients in 
the treated group admitted after January 1, 
1937 and before July 1, 1939. One hundred 
schizophrenic patients who did not receive 
shock therapy were selected also on the basis 
of their date of admission, extending back- 
ward from January 1, 1937 to January 1. 1931; 
in addition, these patients were selected to 
compare in age and duration of illness with 
the treated group. There has been no other 
factor in the selection. It will be noted that 
in Table V in the treated group, 47 per cent 


TABLE V—COMPARISON OF 100 SCHIZO- 
PHRENIC PATIENTS TREATED BY 
PHARMACOLOGIC THERAPY WITH 100 
SCHIZOPHRENIC PATIENTS TREATED 
BY GENERAL METHODS 





No. Aver. Aver. Dur. 
Group Cases Age Pt. Home Hospital 
Treated 100 31.53 yrs. 3.llyrs. 47% 53% 
Control 100 31.42yrs. 3.19yrs. 45% 55% 








are home, a percentage in excess of that for 
the total schizophrenic group. In the control 
group 45 per cent are home, a percentage 
that compares favorably with similar con- 
trol groups.!!:!2.13 Ten: of the treated patients 
in this group of one hundred who were al- 
lowed to return home were returned to the 
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hospital. These ten patients spent a total of 
70 months at home, averaging 7 months each. 
Two of the one hundred control patients 
were allowed to return home, and were re- 
turned to the hospital. They spent a total 
of 30 months at home, with an average of 
15 months per patient. 


Summary 


1) A review of the pharmacologic shock 
treatment of 316 patients has been presented. 

2) Excepting in the involutional psychoses, 
this review has not shown any statistically 
demonstrable value of pharmacologic treat- 
ment. 

3) Excepting metrazol in the treatment of 
the involutional psychosis, there has been no 
statistically demonstrable value of any par- 
ticular form of shock therapy used. 

4) The response to pharmacologic shock 
therapy was found to be more favorable the 
shorter the duration of the illness. 

5) In the schizophrenic reactions, the 
younger the patients the more favorable was 
the response to treatment; in the remaining 
psychotic reactions, there was no correla- 
tion between age and response to treatment. 

6) A statistical comparison of 100 schizo- 
phrenic patients treated by pharmacologic 
shock therapy, with 100 schizophrenic pa- 
tients treated by general methods, has been 
presented. No value of pharmacologic shock 
therapy over general methods was demon- 
strated. 

7) No statistical value of picrotoxin, or in- 
sulin administered intravenously, has been 
demonstrated. 

8) In the administration of 16,346 pharm- 
acologic shock treatments, 2 deaths and 17 
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complications occurred. 
9) The inadequacy of the present criteria 
of improvement has been emphasized. 
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Editorial Comment 


In 1940 the Illinois Psychiatric Society set up 
a Defense Committee and in December, 1941, 
after War was declared, Mayor Edw. J. Kelly, Co- 
ordinator of Defense, called upon this defense 
committee for its studies and appointed Dr. Jules 
H. Masserman to the Council on Public Health 
and Morale, a sub-committee of the Medical Ad- 
visory Council of the O. C. D. The findings of 
this council on Public Health and Morale are 
of interest since they form the first coherent plan 
to be set up in any one area of the United States 
and in any way acted upon. Also, these plans are 
peing studied in many other sections of the coun- 
try for the purpose of putting them into use 
nationally. oN 

The Council has already established rehabili- 
tation services connected with the Illinois Selec- 
tive Service System which will attempt to return 
military misfits to civilian and industrial pur- 
suits and to correct unwholesome attitudes that 
might be spread among families and friends of 
the disaffected individuals. 

The Committee has also prepared pamphlets 
which will be used in aiding air raid wardens, 
first aid personnel and other civilian defense 
groups to learn how to deal with the psychiatric 
problems arising in the performance of their tasks. 
Also, meetings have been held of the representa- 
tives of over 200 child social welfare agencies 
under the leadership of the Institute for Juve- 
nile Research to formulate plans for the specific 
care of children under the emotional stress of 
the War, both personal and economic. 


Recommendations on Public Morale 


It is the sense of this Council, based on an 
intensive study of the field and especially on 
English and German reports, that public morale 
in war-time can be most effectively maintained 


y: 

1) Fitting every available and useful individual 
into a Civilian Defense activity to which he is 
best suited by training, ability and temperament. 

2) Effectively organizing these Civilian Services 
so as to foster feelings of group solidarity, effi- 
ciency, and mutual effort toward a common pur- 
pose and ideal. 

3) Employing the movies, radio, press and po- 
dium for: 

a) Purveying information to the public as to 
the well-planned, long-term and effective meas- 

*Read at the February 5, 1942, meeting of the 
Illinois Psychiatric Society. 

This report has also been adopted by the 
Council on Public Health and Morale of Dr. H. 
Bundesen’s Medical Advisory Committee to Mayor 
Edward Kelly, Co-ordinator of Civilian Defense 
of the Chicago Metropolitan area. 

Committee on National Defense of the Illinois 
Psychiatric Society: Conrad Sommer, M.D., Chair- 
man; Jules H. Masserman, M.D., Secretary and 
Morale Advisor, Chicago Civilian Defense Com- 
mission; Hugh T. Carmichael, M. D.; Eugene I. 
Falstein, M.D.; Francis J. Gerty, M.D.; Maxwell 
Gitelson, M.D.; Wm. H. Haines, M.D. 


ures being taken in military, industrial and 
Civilian defense. This will serve to allay uncer- 
tainty, and will increase public confidence in 
the efficiency and eventual success of democratic 
methods. 

b) Avoidance of the (1) “be calm!”, (2) the 
scarehead, (3) the over-reassuring and (4) the 
excessively hate-mongering types of public ex- 
hortation, since these methods have been found 
to have eventually adverse effects on morale. 

.¢) Using agencies of public information to 
direct civilians into specific civilian defense ser- 
vices. 

d) Employing the same agencies of publicity 

to give simple, clear-cut, specific instructions as 
to the specialized duties of various groups both 
in preparation for and during any reasonably 
expected emergencies. 
_ 4) Finally, organizing, enlarging and employ- 
ing as efficiently as possible the social, educa- 
tional, and recreational public service agencies 
of the Chicago Area to meet the greatly in- 
creased war-time needs of the populace. 

In accordance with these principles, the Coun- 
cil on Public Health Morale has subdivided its 
morale activities as follows: 


Establishment of Immediate Services 


1) Rehabilitation—Through the initiative of 
the Illinois Psychiatric Society in cooperation 
with representative committees of Illinois psy- 
chiatrists and of the Chicago Council of Social 
Agencies, arrangements have been made with the 
Army Examining Board to furnish selectees re- 
jected by it with free psychiatric advice, voca- 
tional guidance and social aid directed toward: 

a) The correction of attitudes of resentment 
and hostility that might spread disaffection 
among their families and friends. 

_ Their return to useful civilian and industrial 
life. 

This service has been approved by the Illinois 
Selective Service System and will be put into 
effect immediately in conjunction with Governor 
Green’s Rehabilitation Program. 

2) Emergencies—A spot map of all psychia- 
trists and psychiatric facilities in the Chicago 
Area has been prepared. It is proposed to: 

a) Designate suitable psychiatric clinics and 
sanatoria to be used as casualty clearing stations 
or base hospitals for civilian neuroses or psy- 
choses. 

b) Arrange to have psychiatric facilities, spe- 
cial drugs, etc., at casualty-clearing hospitals 
where such facilities are not at present avail- 
able. Stocks of hypnotics and sedatives will be 
arranged for. 

c) Appoint psychiatrists to be on immediate 
call during alerts, and in attendance at speci- 
fied casualty stations during emergencies. Their 
functions will be: 

1) To furnish immediate treatment and dis- 
charge of patients with milder nervous reac- 
tions. 

2) To hospitalize the patient for overnight or 
short-term care in order to prevent the demoral- 
izing effect of releasing patients with acute anx- 
iety or panic states, or 
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3) To certify the patient for admission to a 
base psychiatric hospital for longer treatment if 
his mental state makes this advisable. (If ex- 
perience proves it necessary, psychiatrically- 
trained younger physicians can also be assigned 
to first-aid posts.) 

d) Cooperate with the Councils on Nursing 
Care and Nurses’ Aides in arrangements to have 
at least one psychiatrically-trained nurse and 
nurse’s aid at each casualty clearing station to 
assist in the rapid treatment and classification 
of psychiatric patients during emergencies. 

Experience in England has shown that there 
will be relatively few psychiatric casualties, but 
that it is highly desirable to give these imme- 
diate care in order to prevent serious after-effects 
on the individual and the spread of mass hys- 
teria and demoralization. 

3) A library of recent books, pamphlets, arti- 
cles and private reports on the maintenance of 
morale, the diagnosis and treatment of civilian 
war neuroses, and other relevant topics has been 
obtained from various governmental and scien- 
tific sources both here and in England. This 
library is now catalogued and available to the 
Civilian Defense Commission and its personnel. 


Further Organization and Planning 


1) To plan, assign and coordinate the functions 
of the various specialists, scientific bodies and 
social agencies whose cooperation will be essen- 
tial to its program. For this purpose a Committee 
on Social and Psychiatric Services has been form- 
ed, the purposes of which shall be to draft com- 
prehensive plans for approval and amendment 
by the Council on Morale and by the Morale Di- 
vision. After such approval, these plans can also 
be put into effect by the co-ordinated efforts of 
the agencies represented by the members of the 
Committee. These practical projects will receive 
immediate attention: 

a) The appointment of experts from various 
scientific fields to furnish their services free to 
specific branches of the Civilian Defense Com- 
mission. 

1) Preparation of newspaper articles, radio pro- 
grams and motion picture shorts for public in- 
formation and instruction. 

2) Securing the volunteer sei'vices of personnel 
experts in defense industries for the Council on 
Health of Industrial Workers. 

3) Formation of a panel of effective speakers 
to address public meetings on topics related to 
morale. A tentative list of such speakers has 
7¥o _— to the Speakers’ Division of the 

4) Appointment of a panel of specialists who, 
by lecture and prepared pamphlet, will instruct 
fire and air-raid wardens, evacuation officials 
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and other Civilian Defense personnel on how to — 
handle the psychiatric problems they may en. — 
counter in people subjected to the continuoys — 
emotional stresses of war-time or the acute break. 
downs in emergencies. Arrangements have been 
made with the Morale Division, with the Reg 
Cross, and with other agencies, to utilize this 
special educational service. A pamphlet of sug- 
gestions to O. C. D. speakers on public morale has 
been prepared by the secretary of the Committee 
and published in the November-December 194} 
issue of the Mental Health Bulletin. Special ar. 
rangements for lectures on morale to O. C. D. 
groups have been arranged with the Instructors’ 
Division of O. C. D. 

2) It is contemplated also to enlist the public 
and private social service agencies of Chicago in 
a plan to send their workers for special courses 
of instruction in the following: 

a) Care of families disrupted by the draft or 
by population displacement. j 

b) The detection and correction of attitudes of 
defeatism and discouragement in the population 
due to economic deprivation or war-time emo- 
tional stresses. 

3) The Council of Social Agencies and other 
groups contacted by the Committee plan to ex- | 
pand the facilities of the existing social service 
facilities, clinics and personnel or employment 
bureaus in the Chicago Area to meet the needs 
of individuals and families disrupted by loss of 
income, population and occupational displace- 
ments and other emergency or (especially) long- 
term stresses to be anticipated during and imme- 
diately after the war. This is undoubtedly the 
most important field of all in the long-term 
maintenance of democratic public effort and 
morale. 

4) It is proposed further that plans be formu- 
lated in cooperation with the social agencies, 
schools and other organizations interested in chil- 
dren’s welfare for the special care of children un- 
der war-time economic and emotional stress, and 
for the prevention of delinquency. Further, in co- 
operation with the Council on Nursing Care and 
Health of Women, a survey will be made of nursing 
and foster homes for the placement of children 
during an emergency. Special psychiatric and © 
pediatric services have been secured for this | 
Council. , 

Further projects for practical and useful ob- 
jectives in civilian health and morale will be 
submitted to the Civilian Defense Commission 
for approval and amendment in the near future. 


Committee on National Defense 
Jules H. Masserman, M.D. 

Dept. of Psychiatry, Univ. of Chicago 
950 E. 59th St., Chicago, Illinois 
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